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- PREPARING the subject for my presidential 
address I have done what I presume many of 
my predecessors have done. I have re-read the 
addresses of former presidents in order to select a 
new topic, a topic that, according to the spirit of 
our constitution, should be chosen “for the pur- 
pose of promoting the science of surgery and kindred 
arts and sciences and the welfare of the profession 
of surgery in New England.” 

My experience leads me to suggest that some of 
the older, and all of the more recent, members of 
the Society review the past volumes of the Trans- 
actions, or the volumes of the New England Journal 
of Medicine, which likewise contain presidential 
addresses. Those who do so will be well repaid for 
their effort. Some sketch the medical history of 
several of the New England states, others deal with 
such timely subjects as community hospitals, 
graduate teaching, residencies and the American 
Board of Surgery — all subjects of vital interest 
to all of us. None have touched upon the present 
controversy regarding socialized or state medicine. 
Innumerable articles have been written on this topic 
in professional and nonprofessional publications. 
It has been the subject of forums and round-table 
discussions on medical programs and on the pro- 
grams of all sorts of nonmedical organizations. 
To these there is little that I can add. But because 
of the national emergency in which our profession 
finds itself involved, I wish, even before I present 
my main theme, to go on record as being in favor 
of our own medical societies’ controlling the medical 
services of our people. I believe this to be in accord 
with principles of our democratic form of govern- 
ment as laid down in the Constitution. 

The current debate on socialized medicine dis- 
closes, if nothing else, that ours is a changing world. 
In such a world the young man who chooses surgery 
as his profession is inevitably confronted with a 
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bewildering array of political, social and economic 
problems. From their impact he as an individual 
can have little or no immunity. One of the first 
personal problems with which he is confronted, and 
one over which, at present at least, he can exercise 
control, is the location, type and size of the com- 
munity in which he chooses to practice his art, 
to which, as required by present-day standards, 
he has already devoted a decade or more of his 
mature years. 

His choice is influenced in many ways by personal 
wishes and in others by impersonal forces such as 
the specialized opportunities in given communities 
for the development of certain special talents. For 
the most part, the well trained younger surgeon 
today, in contradistinction to the partially trained 
surgeon or general practitioner, will tend to migrate 
toward urban centers. There he believes he will 
find both the surgical material and the stimulating 
environment to continue the practice of surgery 
at the same intellectual and technical level at which 
he was trained. 

The medical school and university hospitals in 
any geographic area are, and always will be, the 
germinal centers of creative medical thinking. Here 
are located the laboratories for investigators in the 
pure and applied sciences. As President Conant! 
noted in his address delivered before the New York 
Academy of Medicine in March, 1948, “without 
scientists concerned with the problems of the doctor 
and the surgeon we should not have had the almost 
miraculous triumphs of modern medicine.” With 
the productivity of these laboratories of pure and 
applied research as a background, the university 
hospitals have fashioned a standard of medical 
performance and medical training that should be 
emulated by all nonuniversity teaching institutions. 

The value of the established medical schools and 
the need for close co-operation with them has been 
recognized by the hospitals of the Veterans Ad- 
ministration, thanks to the far-sighted leadership 
of General Omar Bradley and General Paul R. 
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Hawley. So far as possible they have chosen their 
present consultant and attending staffs from the 
personnel of such schools. They have adhered to- 
this policy wherever feasible and have, thereby, 
increased the scope and prestige of the veterans’ 
hospitals far beyond what was accomplished after 
World War I. This is the more significant since 
veterans now comprise one tenth of the population. 

This brings me straight to the first point I wish 
to stress. The nonuniversity teaching hospitals — 
the bulwark of our present health program in our 
free society — should follow the same line. They 
should approach in principle, if not in every detail, 
the high quality of medical service offered by the 
university hospital. By doing so in every way pos- 
sible they will bring to more communities the stan- 
dards of a medical center. I must confess, however, 
that such Utopian conditions cannot be established 
in many nonteaching small community hospitals. 
These render an indispensable service to the health 
of the nation, but they do not have the facilities, 
finances or personnel to turn out surgeons trained 
in the residency system. 

In thirty-six years of surgical practice associated 
with a large teaching hospital in New England’s 
second largest city, I have been constantly impressed 
with the never-ending line of material there available 
for the student of surgery. To foster and encourage 
the university hospital standards of surgical train- 
ing in such institutions, I should like to discuss 
what I consider timely recommendations based on 
past experiences and present observations. These 
are discussed under the following general categories: 
trustees, visiting staff and house staff. 


TRUSTEES 


By and large, the trustees of the nation’s hos- 
pitals are respected men chosen from the community 
because of their ability, their intellect and their 
sense of responsibility in public affairs. As Dr. 
Edward D. Churchill’ states, they “tare both morally 
and legally responsible for the quality of the pro- 
fessional work carried on in their hospitals.” Yet 
very few of these men are in a position to judge 
the professional qualifications of the hospital serv- 
ices or those of its staff. Comparing them with 
other teaching hospitals in the same or similar 
communities is not enough. The comparison should 
be with the present-day university hospital. To 
set up professional standards one must be an expert 
who, by first-hand knowledge and experience, has 
factual information of the professional details con- 
cerning the operation of the modern university hos- 
pital. It is not sufficient for trustees to adopt the 
policy of “hands off” regarding professional matters 
and leave all decisions in such cases to the individual 
chiefs of the different services. These chiefs are 
such an integral part of the daily routine of a hos- 
pital that they are unknowingly influenced by 
recent, as well as remote, experiences, or even by 
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selfish motives. A few weeks ago, a trustee of a 
mid-western community hospital said to me in 
good faith that he believed his hospital’s house 
officers — there were 4 of them for a total patient 
census of over 200 — were getting better training 
than the house staff of a medical-school hospital 
of the same bed capacity with 24 on its house staff, 
because they saw more patients and had more to 
do. The pitiful lack of understanding of the funda- 
mentals of a medical training exhibited in this 
statement is too obvious to require comment. 

As an alternative to promoting professional men 
to a position on the board of trustees of a hospital, 
I believe that this society’s Committee on Graduate 
Training, of which Dr. Bowler is chairman, will 
propose that a panel of surgeons from the Society 
be drawn up to act in an advisory capacity for 
New England. From this panel any staff or board 
of trustees may voluntarily select one or more mem- 
bers to make a survey of special questions of a 
professional nature. The establishment of such an 
advisory group merits our sincere consideration. 
In no better way can the trustees of general and 
community hospitals get unbiased expert opinion. 


Visitinc STAFF 


It is axiomatic that a surgical service must have 
a well qualified visiting staff if it is going to produce 
good surgery and good surgeons. Some hospitals 
today, through no fault of their trustees, foster 
professional staffs that by present-day standards 
are not competent. These men were appointed 
many years before resident training programs were 
in vogue, and before the standards of the American 
College of Surgeons were as high as they now are. 
The American Board of Surgery had not yet been 
established. It is, of course, true that some of these 
staff members, trained in the old school of surgery, 
are fully competent to carry out their assignments, 
including their responsibilities of training the 
younger surgeon. But the less competent members 
should gradually be replaced by carefully selected 
men well trained in the residency system who will 
bring to the hospital the broad and newer concepts 
of modern surgery. 

More and more hospitals are requiring their 
visiting staffs to be certified by the specialty boards. 
As of March 1, 1949, in addition to the 1,152 of 
the Founders’ Group only 2,519 Surgical Board 
certificates had been issued. With our present 
population this is a ratio of only 1 Board member 
to approximately 60,000 persons. It appears to 
me that the main cause for this small number of 
certifications is that the teaching of surgical resi- 
dents and younger surgeons is not satisfactory and 
is not developed on a sufficient scale. If I am cor- 
rect, it behooves all of us in teaching hospitals to 
review our training programs and to seek advice 
from the hospitals where the applicants have been 
successful. By so doing one could hope to turn out 
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a sufficient number of certified surgeons to fill the 
future vacancies that will appear on visiting staffs 
and thereby to increase their proficiency. However, 
I doubt if the failing or passing of this examination 
is the yardstick that measures entirely the quali- 
fications of a surgeon. It does not prove the exist- 
ence or the absence of the technical skill, intel- 
lectual honesty, tolerance, kindness, good manners, 
ethics, teaching ability and the many other honor- 
able attributes that some of us have had the op- 
portunity to see and remember in such surgeons 
as Dr. Samuel Mixter, our first president, and many 
others who have our respect and admiration. The 
' American Board of Surgery is, nevertheless, to 
be commended for its ideals and its contributions 
to surgery as a specialty. It should be supported 
by all of us. 

In addition to the need for certified and honor- 
able gentlemen, a visiting surgical staff must work 
together with an esprit de corps and a pride in their 
hospital that permeates the staff and is transmitted 
to the patients as well. Too often the staff is re- 
garded by its members as a group of competitors 
rather than colleagues. 

Applicants for appointment to a surgical service 
should be considered thoroughly before acceptance 
by the chiefs of staff and appointment by the 
Board of Trustees. Once appointed they should 
be accepted without reservations or restrictions. 
The establishment of such categories as minor or 
major surgery, or surgery with or without restric- 
tions, is a safeguard for the nonteaching community 
hospital. Here the great bulk of the work is the 
responsibility of the general practitioner or the 
partially trained surgeon, if a qualified man is not 
available, but such categories and restrictions have 
no place in the large teaching hospitals. There 
only qualified men should be acceptable. It is as 
much a part of a surgeon’s training to know his 
limitations as it is to know his abilities, and the 
hospitals should pick their staffs with these facts 
in mind. 

It is appropriate here to say a few words about 
the specialties. I can only agree with Dr. Frank 
Glenn,’ who, in a recent editorial, stated, ““The 
present trend towards overspecialization is un- 
fortunate because more and more young men are 
seeking training in specialties without first com- 
pleting their full basic training in general surgery.” 
The absurdity of the specialties argument reaches 
its climax when dividing lines are drawn within the 
abdominal cavity between the surgeon and gyne- 
cologist. Dr. Ralph F. Bowers‘ noted that if this 
is done “The surgeon must call the gynecologist 
to remove an ovarian cyst instead of an appendix 
producing the symptoms in the right lower quadrant 
and the gynecologist must call a surgeon if he in- 
advertently injures a bowel because he is not 
capable of its repair.” 
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The right to attack the autonomic nervous 
system with its numerous diagnostic therapeutic 
ramifications should rightly belong to the general 
surgeon. Yet this offspring of general surgery 
is often reserved for the neurosurgeon whether 
the autonomic nerves involved are located in the 
neck, the thoracic cavity, the abdomen or the 
pelvis. This is another example of overspeciali- 
zation. Unfortunately, there are many more. 

I would be the first to insist that many of the 
advances in the surgical specialties have come about 
through the special interests of the general surgeon, 
and that, by sharply defining a man’s limitations 
today, as described above, we are closing many 
gates. If left open, these gates might lead to still 
further worthwhile and constructive advances in 
many surgical fields. I believe that only by the 
establishment and organization of a staff that is 
conscientiously and constantly improving the quality 
of its work along the line of the above principles can 
a hospital fulfill its moral obligation to the people 
of the community that it serves. 


House Starr 


The house staff is the sine qua non of the teaching 
hospitals and merits every consideration by the 
board of trustees and the visiting staff. Unfor- 
tunately, out of the 6,335 registered hospitals and 
sanatoriums in the United States there are 807 
approved for internships, and only 562 of these are 
approved for surgical residencies. These approved 
hospitals assume a tremendous responsibility in 
offering house-staff appointments. They must make 
every effort to provide an up-to-date training pro- 
gram maintained at the highest standard of pro- 
fessional performance. A good medical student 
accepting a surgical appointment in one of these 
teaching hospitals should have the assurance that 
at the satisfactory completion of his training in 
the appointing institution he will be unquestionably 
qualified to meet his board requirements, and to 
practice surgery with a wisdom and skill worthy 
of his profession. 

We all know that the education of a surgeon 
begins after his graduation from medical school and 
that the steps in this educational program have been 
standardized in the past two decades under the 
guidance of men of high academic standing who have 
unselfishly placed the welfare of their pupils above 
their own interests. I suggest that those of you 
who have the fortunate opportunity to influence 
local surgical training programs re-read the paper on 
“The Education of the Surgeon” read by the late 
Dr. Elliott C. Cutler’ before the Boston Medical 
Society. Herein are fully described the fundamentals 
of a surgical education. Because of existing local 
peculiarities, no two hospitals can adopt identical 
programs, but it is obligatory that all Class A 
teaching hospitals offer surgical training that meets 
the minimal standards set forth in Dr. Cutler’s 


paper. The training period should include five 
years of straight surgical training providing in- 
creasing responsibility from the first year of in- 
ternship through the successive positions of junior 
resident, assistant resident and resident surgeon. 
Basic training in the laboratory, on the wards, in 
the operating room and in the outpatient depart- 
ment should be included in the first year, followed 
by assignments to the specialties in the capacity 
of junior resident. The assistant resident is given 
more individual responsibility, and with the chang- 
ing status of ward beds to semiprivate and private 
status I believe an assistant who has had three or 
four years of surgical training should be allowed to 
assume a great deal of the responsibility for the 
private patient. I believe he should share in care 
of the patient from the time of admission to the 
time of discharge, including assisting at the opera- 
tion. The welfare of the private patient should be 
in great part his responsibility. This is practically 
all that remains of the old apprenticeship type of 
surgical training, which had many commendable 
features. If such practice is followed the young 
assistant resident is brought in close contact with 
the senior staff men and can profit by first-hand 
information from his teachers’ tremendous fund 
of experience. Toward the end of his assistant 
residency, the young surgeon should be given com- 
plete responsibility for ward patients and should 
have had the responsibility of making decisions in 
the operating room. He should be able to fill in 
during the absence of the resident surgeon. This 
is no mean assignment, for Dr. Cutler® prescribes 
the following duties and responsibilities of the 
resident: 


The resident surgeon is the head of the house staff. He 
directs the work of the interns and assistant residents 
and continuously instructs them; he admits and dis- 
charges surgical cases, keeps a watchful eye on the out- 

atient department and may even advise the laboratory 
ellow, for all who are not staff members fall under his 
authority. He is held personally responsible by his chief 
for the care of all seriously ill patients and must report 
immediately on all accidents or untoward occurrences 
on his service. With the visiting staff, he sets the schedule 
of operations and picks those that he wishes to do. At 
night he uses his judgment whether to call in a staff mem- 
ber or perform the necessary operation himself. And all 
the time he is responsible for organizing the undergraduate 
teaching and for informing staff members of their engage- 
ments with students. This is a wide scope of seaponsibilities, 
but on its successful performance depends the smooth 
functioning of the service. After a year or two of such 
responsibilities, the resident surgeon has absorbed ll 
that a position on the house staff can give him. He ma 
go out to settle in practice or to work up on a senior sta 
elsewhere, or he may be chosen by his chief to join the 
senior staff in the hospital where his training began. This 
residen, surgeon represents the finished product in the 
education of the surgeon. He has been given exceptional 
experience and great advantages. On his shoulders rests 
the responsibili 
surgeons. 


ty for educating another generation of 


It is at once evident that if we recognize the 
above principles in establishing surgical residencies 
many potential surgeons will be deterred at the 
outset, or fall by the roadside, because of the lack 
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of financial aid. The financial plight of the medical- 
school graduate is not a new problem, but at the 
present time it is enhanced not only by the longer 
training period but also by the present higher cost 
of living. Moreover, the married man with one or 
more dependents has to assume additional financial 
responsibilities outside the hospital and is even 
further handicapped. Accordingly, it was gratifying 
to note, on a review of the approved internships 
and residencies, that an increasing number of 
hospitals are paying monthly salaries to interns 
in addition to providing maintenance.* However 
in no cases that I know of were additional allowances 
made to married men — a fact that must be con- 
sidered and one that the armed forces long ago 
recognized and acted upon. Furthermore, if hos- 
pitals could pay comparable salaries the financially 
pressed medical-school graduate would apply for 
the appointment that he rated most desirable, rather 
than be lured to a less desirable institution by the 
greater stipend offered. Although this suggestion 
will probably meet with opposition, I believe it is 
high time to give the student of medicine the same 
economic advantages as the graduates of other 
professional schools possess at a like stage in their 
careers. 
* * 


I have delivered my presidential address. I have 
stated my conviction that by simple, yet difficult, 
methods “the science of surgery and kindred 
sciences” can be greatly promoted in New England. 
Nonuniversity teaching hospitals can most profita- 
bly emulate the qualities exhibited by university 
hospitals. The trustees of teaching hospitals need 
competent professional advice, and should be 
afforded it. Above all, the same teaching hospitals 
should not only provide qualified visiting staffs 
but also instill their entire surgical staffs with 
morale, and by their training endow them with the 
supremely important qualifications of the competent 
and responsible general surgeon. I am aware that 
I have done little more than outline the nature of 
the problem and suggest solutions. With those 
proffered solutions you will not, all of you, agree. 
But I ask you to ponder them. I am confident 
that they are worthy of your consideration, just 
as I am confident that with your consideration and 
your aid, we can apprcach a solution of the prob- 
lems themselves and together “promote the wel- 
fare of the profession of surgery in New England.” 
454 Angell Street 
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HLOROMYCETIN (chloramphenicol) is a 

white crystalline antibiotic agent isolated 
originally from Streptomyces venezuelae.' The chem- 
ical formula has been determined,? and the manu- 
facture of the compound by chemical synthesis 
has been accomplished on a commercially practi- 
cable basis. It is an extremely bitter material, 
relatively stable in water over a wide range of 
temperature and pH and sparingly soluble in 
water to the extent of 2.5 mg. per cubic centimeter. 
Previous studies have shown Chloromycetin to be 
active against a wide spectrum of bacteria in vitro, 
including many gram-positive cocci, the gonococcus 
and most of the gram-negative bacilli except certain 
strains of salmonella, proteus and pseudomonas. 


Taste 1. 


BacTerio.ocic Stupies 

Bacterial Sensitivity 

Tests for bacterial sensitivity were performed 
by means of a tube serial-dilution method and a 
10-* dilution of a six-hour culture except for Hae- 
mophilus influenzae, the pneumococcus and the beta- 
hemolytic streptococcus, for which eighteen-hour 
cultures were employed. The results are shown 
in Table 1. The majority of strains of Pseudomonas 
aeruginosa, and about half the strains of proteus 
proved to be resistant in vitro. Occasional strains 
of Klebsiella pneumoniae, Acrobacter aerogenes and 
the paracolon bacillus were also found to be resistant. 


In Vitro Sensitivity of Various Bacteria to Chloromycetin. 


Sensitive To 
Less 5 Gamma 
per Cusic CenTIMETER 
NO. OF CULTURES 
1* 
25 


roteu 
Paracolon bacillus 


SENSITIVE To 
5-10 PER 1 
Cusic CenTimeTeR 


NO. OF CULTURES 


SENSITIVE To 
0-50 GamMa PER 
Cusic Centimeter 


NO. OF CULTURES 


SENSITIVE To Torat No. or 
THan 50 Gamma Cuttunes 
CentTiImeTER 


NO. OF CULTURES 


Cocouncoe= 
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tT wo strains atypical. 


It has also been shown to be effective against in- 
fections in eggs with various rickettsias and with 
psittacosis. This agent may be administered orally 
or rectally. Its insolubility has precluded adminis- 
tration by the parenteral route. 

Reports to date on the use of Chloromycetin in 
human infections have been confined to cases of 
rickettsial infections and typhoid fever. The pur- 
pose of this report is to present some of the bac- 
teriologic and pharmacologic data of direct im- 
portance in chemotherapy and to summarize our 
own experience in the use of this agent in the man- 
agement of medical infections commonly encoun- 
tered on a general medical service.§ ? 
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The development of bacterial resistance in vivo 
in cases that were also bacteriologic failures was 
not noted. 


PHARMACOLOGIC STUDIES 


Serum and urine Chloromycetin assays were 
performed in this laboratory by a microbiologic 
turbidimetric method employing Shigella sonnei 
as the test organism.’ The subjects were both 
normal persons and patients being treated for 
various infections who presented no evidence of 
impairment of hepatic or renal function. No dif- 
ferences were trved between these two groups. 

Chloromycetin administered orally is absorbed 
rapidly, with the appearance of antibacterial ac- 
tivity in the serum within thirty minutes of ad- 
ministration. No significant difference was noted 
in the serum concentrations when this agent was 
given in the fasting or the nonfasting state. The 
serum concentrations observed after a dose of 0.5 
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Escherichia coli 
Enterococcus ................ 
Staphylococcus aureus ........ 
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gm. are presented in Figure 1. Concentrations of 
10 gamma per cubic centimeter or more were sel- 
dom obtained. The serum concentration observed 
after a dose of 1.0 gm. is shown in Figure 2. It 


gamma per cubic centimeter 
3 


' 2 3 4 5 6 
Hours After Administration 


Ficure 1. Serum Chloromycetin Concentrations after Oral 
Administration of 0.5 Gm 


Circles represent only approximate values deagues of limitation 
of the assay method hie concentrations of 10 gamma per cubic 
centimeter. 


will be noted that the determinations in this group, 
which was the only one with a significant number 
of observations, showed considerable scatter. Serum 
concentrations over 10 gamma per cubic centimeter 


CHLOROMYCETIN 
gamma per cubic centimeter 
8 
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Ficure 2. Serum Chloromycetin Gosvemeratinne after Oral 
Administration of 1 


The line connects the averages at each Aol ter administra- 

tion. Circles represent only approximate values because of 

limitation of the assay method below concentrations of 10 gamma 
per cubic centimeter. 


were observed, however, in 92 per cent of patients 
at one hour and in 81 per cent at four hours after 
administration. Three serum determinations at 
one, three and four hours were made in 26 patients. 
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In this group 12 showed the peak serum concen- 
tration at one hour, and 14 showed the maximum 
level at four hours. The maximum concentration 
observed was frequently not a high peak, and often 
the levels at one, three and four hours did not show 
a marked rise and fall. The serum concentrations 
observed after a dose of 2 gm. are presented in 
Figure 3. These were significantly higher than those 
after 1 gm., and at both four and six hours after 
administration all patients had serum concentra- 
tions over 10 gamma per cubic centimeter. 

Table 2 presents assays of twenty-four-hour urine 
collections obtained from patients on various daily 


tof 


' 2 3 4 4 6 
Hours After Administration 


Figure 3. Serum Chloromycetin after Oral 
Administration of 2.0 


The line connects the averages at each ps after adminis- 

tration. Circles represent ww approximate values because of 

limitation of the assay method below concentrations of 10 gamma 
per cubic centimeter. 


dosages. The urine output in these patients aver- 
aged 1500 cc. daily in all except the 1 case noted. 


CuinicaAL 


Urinary-Tract Infections 


Ninety-three cases of urinary-tract infections 
were treated with Chloromycetin. These may be 
divided into several clinical groups in which the 
effectiveness of the drug can be evaluated separately. 
In the entire group a good clinical response was 
observed in 68 patients (75 per cent), and urinary 
sterilization in 64 patients (69 per cent). Among 
the patients who showed urinary sterilization, 52 
were satisfactorily followed for periods of at least 
one month after treatment, and reappearance of 
bacilluria was noted in 13 (25 per cent). 

Acute infections. ‘Twenty-three patients who 
had acute urinary-tract infections with chills, fever, 
costovertebral angle tenderness and 

case material contained in this study was drawn from the Medica 


*The 
and Surgical services of the Massachusetts Memorial me and = 
Boston University services of the Boston City Hospital 
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were treated. Bacteremia was demonstrated in 
5 patients. 

Three cases were classified as acute pyelonephritis 
of pregnancy and manifested prompt subsidence 
of symptoms and fever within forty-eight hours of 
institution of chemotherapy. Disappearance of 
pyuria and urinary sterilization occurred during 
treatment in all these patients. The favorable re- 
sponse of these infections to bed rest and increased 
fluid intake without chemotherapy makes evalua- 
tion of the role of Chloromycetin difficult. 

In the remaining 20 cases a good clinical response 
was observed in 17. The temperature returned to 
normal twenty-four hours after the beginning of 
chemotherapy in 11 patients, after seventy-two 
hours of treatment in 4 and after ninety-six hours 
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followed by gradual subsidence of fever by lysis 
after administration of penicillin and streptomycin. 

Fourteen patients with acute infections of the 
lower urinary tract were treated, with good clinical 
results in 12 and poor results in 2. Urinary sterili- 
zation occurred in all the patients in whom good 
clinical responses were observed, although three 
relapses occurred immediately after treatment. 
Pyuria disappeared in 7 patients and decreased 
but did not disappear in 5. In both patients show- 
ing poor clinical response Proteus vulgaris persisted 
during treatment and pyuria decreased temporarily, 
only to increase again upon discontinuance of chemo- 
therapy. 

Chronic infections. Fifty-six patients were treated, 
of whom 36 showed good clinical results with im- 
provement in low-grade symptoms or return of low- 


Taste 2. Chloromycetin Concentrations in Twenty-Four-Hour Urine Collections at Various Datly Dosages. 


CONCENTRATION OF 
10-25 Gamma PER 
Cusic Centimeter 


NO. OF CASES 


Daity CONCENTRATION OF 
Less THan 10 Gamma 
per Cusic CENTIMETER 
NO. OF CASES 
mg. 


CONCENTRATION oF 
25-50 GamMaA PER 
Cusic Centimeter 


NO. OF CASES 


CONCENTRATION OF 
More tHan 75 Gamma 
per Cunic Centimeter 


NO. OF CASES 


CONCENTRATION or 
AMMA PER 
Cusic Centimeter 


NO. OF CASES 


4 3 It 
1 6 3 
2 4 3 


*Range of concentration at this dosage, 18 to 90 gamma per cubic centimeter. 


tOutput, 600 cc. 


tRange of concentration at this dosage, 12 to 106 gamma per cubic centimeter. 
§Range of concentration of this dosage, 24 to 113 gamma per cubic centimeter. 


in 2. Urinary sterilization occurred in 11 of the 
patients who manifested favorable clinical responses, 
although 2 relapsed immediately after treatment. 
Of those in whom bacilluria continued 4 had in- 
fections due to Ps. aeruginosa, another with neuro- 
genic bladder on tidal drainage showed invasion 
by Ps. aeruginosa during treatment, and the sixth 
had an infection with 4. aerogenes in conjunction 
with a renal calculus that had recently been re- 
moved. Pyuria disappeared in 6 patients by the 
end of chemotherapy and decreased but did not 
disappear in the remaining 11. 

Three patients failed to show a satisfactory 
clinical response. One had an infected, obstructed 
left hydronephrosis with acute sepsis that failed 
to improve until nephrectomy was performed, after 
which prompt recovery occurred. Another patient 
presented acute pyelonephritis, epididymitis and 
bacteremia with Esch. coli, which failed to respond 
to Chloromycetin therapy for three days in spite 
of urinary sterilization, but manifested a moderately 
rapid response to penicillin and sulfadiazine. The 
third clinical failure was in a patient with an acute 
exacerbation of chronic pyelonephritis and bacter- 
emia due to Esch. coli. Although Chloromycetin 
sterilized the urine and no positive blood cultures 
were obtained after institution of chemotherapy, 
a spiking febrile course continued for three days, 


grade temperatures to normal. Urinary sterilization 
occurred in 35. One patient showed clinical im- 
provement after treatment, but bacilluria with 
Ps. aeruginosa persisted. Pyuria decreased markedly 
in all these patients but disappeared completely 
in only 16. Bacteriologic relapse was observed in 
8 patients. No clinical improvement was noted in 
20 patients. Eleven of these had infections with 
Ps. aeruginosa and 2 with P. vulgaris that were 
resistant in vitro to over 50 gamma of Chloromycetin 
per cubic centimeter. One patient with diabetes 
mellitus and necrotizing pyelonephritis by biopsy 
failed to show any permanent improvement, al- 
though the drug modified the acute septic course 
that immediately reappeared on several occasions 
when chemotherapy was discontinued for short 
periods. Clinical and bacteriologic failure occurred 
in 1 patient with decreased renal function and 
nitrogen retention and in another with a neuro- 
genic urinary bladder with large residual urine in 
whom only temporary urinary sterilization was 
achieved. Three other treatment failures mani- 
fested obstructive uropathy with large residual 
urine. One patient failed to respond to a daily dose 
of 2 gm. but showed urinary sterilization when the 
daily dose was increased to 4 gm. 

Prostatitis. Four patients with chronic prostatitis 
were treated, with symptomatic improvement and 
urinary sterilization in 2. Pus disappeared from 


| 
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the prostatic secretion of 1 patient, who has re- 
mained well for three months. Pus decreased in 
the prostatic fluid of the other patient, whose 
symptoms and bacilluria recurred after discon- 
tinuance of treatment. No beneficial symptomatic 
effect was observed in 2 patients who showed a 
decrease in the amount of pus in the prostatic 
fluid from which staphylococci could be cultured 
throughout treatment. 

Epididymitis. Four cases of acute, nongonococcal 
epididymitis with gram-negative bacilluria were 
treated with daily doses of 4 to 6 gm. Two of these 
showed rapid defervescence and subsidence of 
local symptoms and signs with urinary sterilization. 
Two therapeutic failures were observed in spite 
of urinary sterilization in 1. One of these failures 
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_ patients and had persisted during treatment in the 


other 9. Bacilluria had recurred by one week after 
treatment in 6 and by three weeks after treatment 
in 7. One relapse occurred in a patient treated with 
a daily dose of 2 gm., 10 relapses in those treated 
with 3 gm. daily, and 1 each in those treated with 
4 and 6 gm. per day. Three relapses occurred in 
patients treated for less than five days, 5 in patients 
treated for five to seven days, 6 in those treated for 
seven to ten days, and 1 in those treated for over 
ten days. 


MEeETHop or TREATMENT 


The daily dosage of Chloromycetin varied from 
2 to 6 gm. administered orally on four-hour to six- 
hour dosage schedules. The duration of treatment | 


Taste 3. Bacteriology and Results of Chloromycetin Treatment of Urinary-Tract Infections. 
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sch. coli 


. vulg 
Ps. aeruginosa 
K. pneumoniae. 
Enterococcus . .. 
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Alpha-hemolytic streptococcus 


2 
5 
3 
1 
1 
1 
32 
12 
17 
12 
6 
5 
1 
4 
2 


Goop 
Resutts 


OORER, Bacterivuria arter TREATMENT 
INDEFINITE 
ESPONSE 


ARSENT PRESENT 
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occurred in a mixed infection with P. vulgaris 
and Ps. aeruginosa. The other patient showed quite 
a satisfactory response to sulfadiazine after failure 
to improve on Chloromycetin. 

Relapses. Among the 63 cases showing urinary 
sterilization 52 were followed for a period of at 
least one month to determine the frequency of 
relapse. The urine was examined one week, three 
weeks and four weeks after treatment in most of 
these. Thirteen relapses occurred, making the re- 
lapse rate 25 per cent. Seven patients were males, 
and 6 were females. Three had acute infections 
of less than four weeks’ duration, and 10 had in- 
fections of over a month’s duration. The 3 patients 
with acute infections that relapsed all manifested 
obstructive uropathy with hydronephrosis. Eight 
of the patients with chronic infections that relapsed 
had urinary-tract obstruction with residual urine, 
another had a cord bladder with a large amount 
of residual urine, and another had chronic prosta- 
titis of long standing. P. vulgaris was present in 
the urine of 5 of these patients. Pyuria had dis- 
appeared during treatment before relapse in 4 


was five to seven days in most cases. The average 
daily dose was 3.4 gm. given for an average duration 
of six and nine-tenths days. The average total 
dose was 23.6 gm. 

A good clinical response was observed in 8 (80 
per cent) of 10 patients treated with a daily dose 
of 2 gm., in 37 (76 per cent) of 49 patients treated 
with a daily dose of 3 gm., in 12 (63 per cent) of 
19 patients treated with a daily dose of 4 gm., and 
in 12 (75 per cent) of 16 patients treated with a 
daily dose of 6 gm. Urinary sterilization was noted 
in 80 per cent, 71 per cent, 53 per cent and 63 per 
cent, respectively, of the above groups. 

Eleven patients were treated for less than five 
days, with good clinical response in 4 (36 per cent) 
and urinary sterilization in 6 (55 per cent). Twenty- 
three (66 per cent) of 35 patients treated for five 
to seven days showed a good clinical response, and 
urinary sterilization occurred in 22 (63 per cent). 
Thirty-five (90 per cent) of 39 patients treated for 
seven to ten days obtained a good clinical result, 
32 (82 per cent) manifesting disappearance of bacil- 
luria. Seven of 9 patients treated for over ten days 


Tora. 
No. or 
Cases 
NO. OF NO. OF ee 
CASES CASES 
66 6000 66 00 500666 60 00 
Salmonella, Type C . .. 
Beta-hemolytic streptococcus ........... 
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improved clinically, and 6 showed urinary steri- 
lization. 
Bacreriotocic Features oF CiinicAL MATERIAL 


Sixty-one single infections and 32 mixed infec- 
tions were treated. A good clinical result was ob- 
served in 48 (76 per cent) patients with infection 
by a single type of micro-organism and in 19 (59 per 
cent) of those with infection by a mixed bacterial 
flora. Disappearance of bacilluria was noted in 46 
(75 per cent) patients with infections of the single 
type and in 18 (56 per cent) with mixed infections. 
The results with individual organisms are shown 
in Table 3. Good clinical results were observed in 
88 per cent of single infections due to Esch. coli 
and urinary sterilization in 92 per cent. The results 
in A. aerogenes were essentially the same. The 
results in infections due to P. vulgaris were sig- 
nificantly poorer and in those due to Ps. aeruginosa 
quite unsatisfactory. The good bacteriologic re- 
sults obtained when the enterococcus was present 
before treatment justify further study. 


PuLMOoNARY INFECTIONS 


Primary Atypical Pneumonia 


Five patients with primary atypical pneumonia 
were treated with Chloromycetin. This group was 
characterized by history and physical findings 
suggestive of primary atypical rather than bac- 
terial pneumonia; temperature over 102°F.; white- 
cell count below 10,000; roentgenographic evidence 
of pneumonia consistent with primary atypical 
pneumonia; and failure to show symptomatic im- 
provement or decrease in fever after treatment with 
penicillin or sulfadiazine for at least twenty-four 
hours. Four patients received a daily dose of 3 
gm. —1 for four days, 2 for five days, and 1 for 
twelve days. The fifth patient received a daily 
dose of 6 gm. for three days. All manifested rapid 
symptomatic improvement within twenty-four hours 
of institution of therapy: the temperature of all 
patients returned to normal within forty-eight hours 
and in 3 within twenty-four hours. No relapses 
occurred after treatment was discontinued. Rise 
in cold hemagglutinin titer was observed in 3 pa- 
tients. Serologic tests on admission and serums of 
convalescent patients with influenza, psittacosis 
and Q fever failed to show any increase in antibody 
titer. No evidence of pneumonia was present 
roentgenographically in any of these patients three 
weeks after institution of chemotherapy. In 1 
patient, after marked symptomatic improvement 
and return of fever to normal for four days, a loud 
pericardial friction rub, with characteristic elec- 
trocardiographic signs of acute pericarditis, de- 
veloped during Chloromycetin treatment. The 
patient remained asymptomatic and the friction 
rub disappeared after a duration of 6 days. 
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Bacterial Pneumonias 


Chloromycetin was administered to 5 patients 
with pneumococcal pneumonia in a daily dosage 
of 3 gm. for a period of five to eight days. In general, 
the illness of these patients should be classified as 
moderate rather than severe. The age was seventy- 
five years in 1 patient and forty-five or less in the 
others. Only one lobe was involved in each patient, 
and blood cultures prior to treatment were sterile 
in all. The duration of illness prior to treatment was 
four days in 2 patients, two days in 1 and one day 
in 2. Rapid symptomatic improvement occurred 
after institution of chemotherapy, and the tempera- 
ture returned to normal within, but not before, 
forty-eight hours in all cases. Pneumococci could 
be recovered from the sputum by culture after 
twenty-four hours of chemotherapy but not after 
forty-eight hours. No complications were observed, 
but herpes simplex of the lip appeared in 1 patient 
during the fourth day of chemotherapy. 

Two patients who presented acute pneumonia 
with bacteremia due to the beta-hemolytic strep- 
tococcus were treated in a similar manner. Both 
were under twenty years old and had involvement 
of a single lobe. Beta-hemolytic streptococci were 
isolated in both cases after forty-eight hours of 
chemotherapy and in one after seventy-two hours 
of treatment. A summary of one of these cases is 
given below: 

W. F., a 13-year-old boy, was admitted to the hospital 
on May 20, 1949, with complaints of sore throat for 4 days 
and cough productive of greenish sputum for 2 days, as well 
as fever, malaise and pain in the right anterior portion 
the chest for 1 day. 

Physical examination revealed an acutely ill boy with a 
flushed face and frequent cough productive of small amounts 
of greenish sputum. Positive physical findings consisted of 
herpes simplex of the lips and dullness, decreased breath 
sounds and rales over the inferior portion of the right side 
of the chest. Examination of the blood showed a white-cell 
count of 27,200, with 78 per cent neutrophils. Sputum culture 
revealed alpha-hemolytic streptococci, beta-hemolytic strep- 
tococci and Neisseria catarrhalis. Blood culture on admission 
was positive for beta-hemolytic streptococcus. 

After initiation of Chloromycetin therapy the temperature 
returned to normal within forty-eight hours, and prompt 
subsidence of the cough and chest pain occurred. Kfter 6 
days of Seveey the chest showed no abnormal! physical 

it 


findings, the white-cell count was normal, and x-ray examina- 
tion of the chest revealed no pathologic changes. 


Chronic, Nonspecific Infections 


Eleven patients who presented problems in chronic 
pulmonary infection, with a background of bron- 
chiectasis, chronic bronchitis, emphysema or asthma, 
were treated. Seven of these had received previous 
penicillin therapy without improvement. A daily 
dose of 3 to 6 gm. for periods of four to fifteen days 
was employed. With 1 exception the bacterial 
flora of the sputum of the patients who had received 
penicillin previously consisted predominantly of 
gram-negative bacilli. In 1 patient the sputum 
culture revealed predominantly a penicillin-resistant 
Staph. aureus. In the 4 patients who had not re- 
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ceived penicillin gram-positive cocci (pneumococcus 
and staphylococcus) were present, as well as gram- 
negative bacilli. Acute exacerbations of chronic 
infection with fever and leukocytosis were evident 
in 7 patients, and in all but 1 of these (a patient 
with penicillin-resistant and Chloromycetin-resistant 


Doy 4 15 16 17 18 19 20 21 22 23 24 25 26 


Temperature 10) 


Ficure 4. Pertinent Data in C. R., a Forty-Four-Year-Old 
Man Who Had a One-Stage Suprapubic Prostatectomy and 
Bilateral Vasectomy under Spinal Anesthesia, with an Un- 
eventful Postoperative Course until the Fifteenth Day, When 
Hemorrhage from the Prostatic Fossa Occurred. 


Cystoscopy was performed, clots were evacuated from the bladder, 
and hemorrhage was controlled by electrocoagulation. On the 
following day a rise in the temperature to 103°F. occurred, ac- 
companied by marked constitutional signs of acute sepsis, and 
Aerobacter aerogenes was isolated from the blood and urine. 
Sulfadiazine and dihydrostreptomycin, which had been started 
two days previously, were accordingly discontinued and Chloro- 
mycetin was started. Rapid symptomatic improvement oc- 
curred, with subsidence of fever by lysis during the first seventy- 
two hours of Chloromycetin therapy. urrence of bacilluria 
appeared two days after discontinuance of chemotherapy. 


Staph. aureus) prompt subsidence of symptoms and 
signs of an acute constitutional character was noted 
within forty-eight hours, with decreased cough 
and sputum. The sputum in these patients showed 
disappearance of gram-negative bacilli (Esch. colt, 
A. aerogenes, H. influenzae and K. pneumoniae) 
with appearance of the usual nose and throat flora 
commonly encountered in normal persons. In 
addition to the case mentioned above 4 patients 
without acute exacerbations of chronic infection 
failed to derive any beneficial effect from Chloro- 
mycetin treatment as judged by cough or the amount 
and gross character of the sputum produced. Al- 
though eradication of pneumococci or gram-negative 
bacilli from the sputum was accomplished this was 
not accompanied by clinical improvement. Ps. 
aeruginosa and P. vulgaris became the predominant 
organisms in the sputum in 1 case each, and Monilia 
albicans predominated in 2 patients. 


Bacteremia 


The results of Chloromycetin in bacteremia have 
been discussed above under separate headings. 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Jan. 26, 1950 


Good clinical results with control of bacteremia as 
well as the focus of infection responsible for bac- 
teremia were obtained in 7 cases. Four of these 
occurred in connection with acute urinary-tract 
infection, 2 of which were due to 4. aerogenes and 
2 to Esch. coli. A summary of 1 of these cases is 
shown in Figure 4. Another bacteremia with Esch. 
coli occurring in a patient with aplastic anemia was 
also satisfactorily controlled. Two cases of pneu- 
monia due to a beta-hemolytic streptococcus with 


Figure 5. Pertinent Data in L. E., a Fifty-Two-Year-Old 
Woman with a Previous Diagnosis of Ulcerative Colitis of 
Two Years’ Duration Who 
Because of Recurrence of Diarrhea and Fever. 

Moderate abdominal cramps were present, with four to seven 
soft, mushy guaiac-negative stools per . Examination re- 
vealed a poorly nourished, chronically ill patient, with a tempera- 
ture of 102°F. and generalized abdominal tenderness. The 
hemoglobin was 12.5 gm., the hematocrit 37 per cent, and the 
white-cell count 12, with 80 per cent neutrophils. The pa- 
tient was placed on Chloromycetin, 0.5 gm. every four hours. 

improvement in abdominal tenderness was noted, but the 
character or number of the stools did not change except for a 
++ guaiac test. On therapy the white-cell count decreased to 
8000, with 79 per cent neutrophils. After six days of Chloromyce- 
tin the patient complained | a sore mouth and throat. Monilia 
albicans was cultured from a markedly reddened pharynx show- 
ing white patches typical of moniliasis. The tongue was also 
a ge! reddened and beefy in appearance but coarsely papil- 
lated. Treatment was discontinued ~ eleven days on the 
agreement of several on that no ficial effects had been 

served. 


bacteremia responded well, No cases of suppurative 
complications were observed. 


MIscELLANEOus ConDITIONS 


Ulcerative Colitis 


Five patients with chronic ulcerative colitis were 
treated with a daily dose of 3 or 4 gm. Treatment 
was continued for two weeks since it was believed 
that some beneficial effect should appear in that 
length of time if Chloromycetin had any specific 
effect on this disease. Four patients manifested 


ee 
1. €. coli 2.€. coli 
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no clinical or laboratory evidence of acute con- 
stitutional symptoms or signs. One of these showed 
decreased diarrhea with a return to normal bowel 
movements that persisted for three months. Three 
patients showed no definite improvement during 
treatment. One of the 5 patients presented an 
acute exacerbation of chronic ulcerative colitis. 
The course of her illness during treatment is sum- 
marized in Figure 5 


Herpes Zoster 


Some observers have believed that the course 
of this disease may be affected favorably by chemo- 
therapy with some of the newer antibiotic agents. 
Chloromycetin was employed in the treatment of 
4 patients with this disease. Two patients presented 
typical involvement of the skin of the thorax when 
first seen. Treatment with Chloromycetin did not 
appear to hasten the evolution or disappearance 
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Taste 4. Frequency of Side Effects Related to Daily Dosage. 
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and over-all management of the patient. Likewise, 
in such patients an oral preparation may be of little 
advantage. The frequency and relation to dosage 
of each untoward effect is given in Table 4. The 
most frequent side effects were related to the 
gastrointestinal tract. A bitter taste in the mouth 
was frequently noted and in a number of cases was 
accompanied by anorexia. Some patients com- 
plained merely of a bad or foul taste in the mouth 
without characterizing it as particularly bitter, 
and a few described a “metallic” taste. Persistent 
dryness of the mouth and throat similar to the 
effects noted after atropine was described by some 
patients. Side effects related to the tongue consisted 
of a smooth, red tongue, painful in 1 case, and in 
several other patients either a smooth or normally 
papillated tongue with a dark-brown discoloration 
of the central portion. Culture of this discolored 
area revealed M. albicans on 3 occasions and normal 
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REXIA 


Ano- Dryness Grossi- 


Diar- 
RHEA 


Vaso- GENERAL 
motor AsTHENIA 


Nausea Vomirt- 
ING 


Biacxk Apu- 
Toncue THOUS 


LCERS HANGES 


NO. OF NO. OF NO. OF NO.OF NO.OF NO.OF NO.OF NO.OF NO. OF NO. OF NO, OF NO. OF NO. OF 
PA- PATIENTS PA PA- PA- PA- PA- ° PA- PA- PA- PA- PA- 

gm. TIEN TIENTS TIENTS TIENTS TIENTS TIENTS TIENTS TIENTS TIENTS TIENTS TIENT? TIENTS 
68 53 15 (22%) 9 6 2 1 1 4 5 2 4 
©] coscece 29 15 14° 48%) 4 9 5 1 1 1 2 2 1 2 9 


*Smooth, red tongue. 


of the skin lesions in these patients. Of somewhat 
greater significance were the other 2 patients. In 
1 of these herpes zoster of the left facial nerve ap- 
peared after seventy-two hours of treatment with 
Chloromycetin for a chronic pulmonary infection 
and pursued the usual course of the disease. The 
clinical course of another patient is summarized 
briefly as follows: 


G. S., a 53-year-old man, was admitted to the hospital 
with a previous diagnosis of hemochromatosis proved by 
liver biopsy and with a chief complaint on this admission 
of jaundice. Slow but ,~? improvement occurred 
over a period of about 60 ays, at which time a vesicular 
skin eruption typical of herpes zoster appeared over the 
right scapular area. Chloromycetin was started, after which 
new vesicles continued to appear for the next 5 days over 
the distribution of the superior right intercostal nerves. The 
skin lesions developed and subsided in a manner quite con- 
sistent with the usual course of the disease. 


Toxicity 


Side effects were slight and infrequent. In no 
case was it necessary to stop treatment because of 
clear-cut drug side effects. It is worth noting, 
however, that although these side effects are rela- 
tively minor in themselves they may assume con- 
siderable importance in seriously ill patients, making 
difficult both continued administration of the drug 


throat flora in the other 3. Glossitis was accom- 
panied in 3 cases by marked reddening of the buccal 
mucous membrane and extensive aphthous ulcera- 
tions; these patients complained of burning of 
the mouth. Nausea was noted infrequently, and 
vomiting could be related to Chloromycetin in 
only 3 cases. Diarrhea, consisting of three to six 
soft, bulky, sometimes somewhat frothy bowel 
movements daily, was noted occasionally. About 
half these patients noted accompanying mild, 
cramping lower abdominal pain. Four patients 
complained of cold, clammy feet during treatment, 
and examination of the lower extremities revealed 
mottling of the skin, which was cold and moist, 
the thighs as well as the legs usually being involved. 
In 1 patient the skin of the abdomen and thorax 
also presented this mottled appearance. Several 
patients noted general weakness or general malaise, 
described frequently as a weakness of the legs par- 
ticularly in the knees and calf muscles. All the side 
effects mentioned subsided promptly after ter- 
mination of chemotherapy. 

No evidence of renal irritation was manifest as 
evidenced by albuminuria, casts or the appearance 
of leukocytes or erythrocytes in the urine. No 
reduction of Benedict’s solution was observed in 


N- 

PLEAS- 

ANT 

TAsTe 


the patients receiving chemotherapy. No im- 
pairment of renal function was noted as determined 
by a rise in blood nonprotein nitrogen or decreased 
urea clearance during treatment. Administration 
of Chloromycetin to patients in the advanced 
stages of renal disease with nitrogen retention did 
not produce any unusual untoward effects or ap- 
pear to accelerate the downhill course of the disease. 
No changes in the red-cell or white-cell series of 
the blood were noted in conjunction with treat- 
ment, nor did jaundice occur in any patient. Drug 
fever was not observed, and a skin rash was noted 
in only 1 case — in a patient who had a penicillin 
sensitivity reaction of maculopapular type, which 
had almost completely subsided but which became 
urticarial and quite extensive after administration 
of a single dose of Chloromycetin. 


Discussion 


It is apparent, from these studies and those of 
others, that Chloromycetin possesses a relatively 
wide range of antibacterial action of a bacterio- 
static type against the common pathogens among 
the gram-positive cocci and gram-negative bacilli. 
There is no correlation between penicillin or strep- 
tomycin sensitivity and Chloromycetin sensitivity, 
and the latter drug has been useful in the treatment 
of infections with bacteria resistant to the former 
agents. Consistent with the resistance of Ps. aeru- 
ginosa in vitro, treatment of these infections has 
been almost uniformly unsuccessful. Likewise, the 
resistance of P. vulgaris in vitro is reflected in the 
poor clinical and bacteriologic results in infections 
with this organism. Even in urinary infections with 
strains of P. vulgaris that are sensitive in vitro and 
have shown disappearance of bacilluria during 
treatment, the relapse rate has been higher than 
that in infections with other bacteria. Resistant 
Ps. aeruginosa and P. vulgaris have been the most 
common bacteria during or after Chloromycetin 
treatment of chronic urinary or pulmonary in- 
fections. 

The serum Chloromycetin concentrations after 
oral administration do not follow the same pattern 
as serum penicillin or streptomycin concentrations 
after intramuscular injection. After injection ‘of 
the latter two agents in aqueous solutions there is 
almost uniformly a high peak within an hour of 
administration, followed by a steady decrement. 
Although Chloromycetin appears rapidly in the 
serum after ingestion the peak concentration is 
not so definite as that of the other two antibiotics, 
nor does it occur uniformly during the early period 


after administration. A further difference from — 


penicillin and streptomycin is the inability to re- 
cover a high proportion of antibacterial material 
from the urine. On the basis of twenty-four-hour 
urinary volume and microbiologic assay 4.5 per 
cent of the Chloromycetin administered was present 
in active form in the urine of the patients receiving 
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2 gm. daily, 10 per cent in those receiving 4 gm. 
and 6 per cent in those receiving 6 gm. This con- 


firms the results of previous workers.‘ It is also . 


of interest that the range of urinary concentrations 
is quite similar irrespective of the daily doses em- 
ployed in these studies. These observations may 
be explained by the transformation in vivo of a 
large proportion of Chloromycetin to bacteriologi- 
cally inactive degradation products. 

The results obtained in the Chloromycetin treat- 
ment of urinary-tract infections illustrate many 
features observed previously with other agents.* ¢ 
Cases that fail to respond to sulfonamides or strep- 
tomycin may respond to Chloromycetin and vice 
versa. Infections with a single type of bacteria 
respond better than those with a mixed flora. Almost 
all patients manifest decreased pyuria and bacilluria 
during the period of chemotherapy whether or not 
urinary sterilization is obtained. This was noted 
particularly in infections due to Ps. aeruginosa 
and P. vulgaris. Pyuria responds with less regularity 
and disappears less frequently than bacilluria. Both 
clinical and bacteriologic results were significantly 
poorer in chronic than in acute infections, and the 
relapse rate was higher in the former group. The 
presence of anatomic obstruction, which allows 
the accumulation of residual urine, is the most 
frequent obstacle to urinary sterilization. The 
presence of foreign bodies in the urinary tract, such 
as calculi and catheters, likewise precludes more 
than temporary control of urinary infection. Lo- 
calized accumulations of exudate that are inac- 
cessible to chemotherapeutic agents require com- 
bined urologic and medical treatment. The relapse 
rate is comparable to that encountered with sul- 
fonamides or streptomycin. No conclusions can 
be drawn concerning relapse to daily dosage or 
duration of treatment. The small number of cases 
of prostatitis and epididymitis, along with the 
indeterminate response in half the patients, makes 
it difficult to evaluate the importance of chemo- 
therapy with Chloromycetin in these pathologic 
entities. 

The small number of patients with primary 
atypical pneumonia who were treated with Chloro- 
mycetin and the variable course of the disease 
preclude any conclusion beyond the observation 
that prompt improvement in symptoms and fever 
occurred in all patients. No cases were noted in 
which progression of the disease occurred after 
initiation of chemotherapy. Further observations 
will be necessary to determine whether this agent 
had any real effectiveness in this disease. 

The favorable response of the small number of 
acute bacterial pneumonias treated, even though 
no severe cases were included, suggests further study 
to determine whether the results are comparable 
to those of penicillin or sulfadiazine therapy. The 
persistence in the sputum of beta-hemolytic strep- 
tococci for slightly longer periods than the pneu- 
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mococcus is of some interest and has been ob- 
served after treatment with other chemotherapeutic 
agents. The results in chronic pulmonary infections 
bear considerable similarity to those after penicillin 
and streptomycin treatment. Permanent improve- 
ment cannot be anticipated. The best results are 
observed in acute exacerbations of chronic pulmo- 
nary infection, the majority of which are effectively 
controlled by either penicillin, streptomycin or 
Chloromycetin, depending on the predominant 
bacterial members of the sputum. Whereas strep- 
tomycin resistance develops rapidly among the 
bacteria in sputum such a phenomenon is not 
observed with Chloromycetin. With Chloromycetin 
invasion by previously resistant micro-organisms 
such as Ps. aeruginosa, P. vulgaris and M. albicans 
appears to be not infrequent. 

Although no statements can be made about 
the effectiveness of Chloromycetin in chronic ul- 
cerative colitis or herpes zoster, owing to the small 
number of cases treated, the observation of pro- 
gression of the disease during treatment suggests 
ineffectiveness of this agent. When the usual clinical 
course of a disease is so variable as it is in primary 
atypical pneumonia, ulcerative colitis or herpes 
zoster the observation of failures of treatment 
under adequate dosage of a chemotherapeutic agent 
appears more significant that the collection of small 
numbers of cases that have shown favorable re- 
sponses. The conclusion may thereby be drawn 
that a chemotherapeutic agent is probably not 
specifically effective in a disease. This has been 
previously emphasized by Finland.’ 

The size of this series does not permit definite 
conclusions regarding factors of daily dosage. The 
only group of significant size, the urinary-tract 
infections, showed as good results with a daily 
dose of 2 gm. as with higher dosage, although the 
patients on the lowest dosage comprised the smallest 
group. Those treated for seven to ten days obtained 
better results than those with shorter periods of 
treatment. Although side effects were relatively 
minor they were noted in almost a fourth of the 
patients on daily doses of 3 or 4 gm. and in almost 
half those receiving 6 gm. 


SUMMARY AND CONCLUSIONS 


Chloromycetin has a wide range of in vitro bac- 
teriostatic activity for pathogenic gram-positive 


cocci and gram-negative bacilli. Pseudomonas 
aeruginosa and, to a somewhat less extent, Proteus 
vulgaris present the most notable resistance. De- 
velopment of drug resistance during treatment has 
not been observed. 

A single dose of 1 gm. was required to obtain with 
dependability a serum concentration of 10 gamma 
per cubic centimeter. Considerable variation in 
serum concentrations was observed with such 
prominent peaks as are characteristic of serum 
penicillin concentrations after administration paren- 
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terally of aqueous mixtures. Only a small fraction 
of the active antibacterial material administered 
can be recovered from the urine, owing to the for- 
mation of inactive degradation products. 

Clinical improvement was noted in 75 per cent 
of patients with urinary-tract infections and urinary 
sterilization in 69 per cent. Bacteriologic relapses 
occurred in 25 per cent of these patients. These 
results are comparable with those obtained with 
sulfadiazine or streptomycin and are influenced 
largely by the same factors as determine cure with 
the latter agents. The following features militate 
against favorable results: mixed infections, in- 
fections with Ps. aeruginosa (and, to a lesser extent, 
P. vulgaris), obstruction to the free flow of urine, 
foreign bodies in the urinary tract, undrained col- 
lection of exudate and wounds with granulating 
surfaces. 

Chloromycetin may be effective in primary 
atypical pneumonia. No cases of progression of 
the disease were noted after chemotherapy was 
instituted. 

Favorable results were observed from treatment 
of a.small number of moderately severe cases of 
acute bacterial pneumonia due to the pneumococcus 
and beta-hemolytic streptococcus. 

Acute exacerbations of chronic pulmonary in- 
fections due to gram-positive cocci and gram- 
negative bacilli responded well. Chemotherapy had 
no effect on the underlying pathologic process re- 
sponsible for chronic pulmonary infection and was 
usually followed by the appearance of resistant 
bacteria such as Ps. aeruginosa, P. vulgaris and 
Monilia albicans. 

The treatment of a small number of patients with 
herpes zoster did not suggest that Chloromycetin 
influenced favorably the course of this disease. 

No marked beneficial effect occurred in any of 
5 patients with chronic ulcerative colitis treated 
with this agent. 

Untoward side effects primarily concern the 
gastrointestinal tract and are relatively minor 
in most cases. The frequency is related to daily 
dosage, occurring in 8 per cent of patients receiving 
a daily dose of 2 gm. and in 48 per cent of those 
receiving 6 gm. daily. 
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WITHDRAWAL TREATMENT OF DRUG ADDICTION 


Marie Nyswanper, M.D.* 


NEW YORK CITY 


HE withdrawal treatment for drug addiction 

presents a variety of problems requiring the 
application of medical, psychiatric and custodial 
knowledge. These problems have been most 
thoroughly studied at the United States Public 
Health Service Hospital in Lexington, Kentucky, 
which is devoted exclusively to drug addicts, and, 
indeed, the greater part of current knowledge of 
drug addiction, including etiology, treatment and 
physiologic mechanisms, has come from this hos- 
pital. Excellent descriptions of the withdrawal 
treatment used there have previously been pub- 
lished.': * 

However, there are many patients for whom 
hospitalization at Lexington is impractical or even 
impossible, and it is believed that such patients 
may be adequately treated with the resources avail- 
able in the average community. The purpose of 
this paper is to present a plan of withdrawal treat- 
ment that may be utilized by the physician in 
general practice. The suggestions offered here are 
the result of conclusions drawn from observation 
and follow-up study of many hundreds of patients 
before, during and after withdrawal treatment in 
United States Public Health Service Hospital in 
Lexington. 

In most cases morphine can be used in the with- 
drawal treatment, irrespective of the narcotic used 
by the patient. Morphine can be substituted 
equally well for the synthetic narcotics and the 
opium derivatives. However, it is not advisable 
to use morphine in the withdrawal treatment of 
patients who are primarily addicted to either 
Demerol or codeine.’ Instead of introducing a 
stronger narcotic to these patients, one can accom- 
plish withdrawal by using the same drug. 

The amount of drug to which the patient has 
been accustomed is of little importance in with- 
drawal. It cannot be estimated exactly except in 
patients who have been medically addicted. His- 
tories are unreliable because of the patient’s exag- 
geration, and because all illegally obtained drugs 
have been diluted. Experience has shown that a 
dosage much smaller than the patient has been 
using will check severe withdrawal symptoms. After 
the patient has been on a given routine for a day, 
the physician can draw his own conclusions regard- 
ing the dosage, from clinical observations. 

At this point, the possibility of barbiturate addic- 
tion must be considered. Drug addicts frequently 
deny using barbiturates, but the addict who is 
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not taking some form of barbiturate in quantities 
from 0.06 to 15.0 gm. (1 to 50 gr.) daily is the rare 
exception. Barbiturate addiction must be suspected, 
and if findings substantiate the suspicion, the phy- 
sician should proceed first with the morphine 
withdrawal treatment, keeping the patient on bar- 
biturates, and then withdraw the barbiturates in 
the same fashion — that is, by reducing the amounts 
of the same drug. This method will minimize the 
dangers attending barbiturate withdrawal, which 
are on the whole greater than those in morphinism. 
Two weeks suffice for the complete withdrawal of 
barbiturates. For a patient who is taking ten or 
more tablets of 0.09 gm. (1% gr.) of Nembutal a 
day, a satisfactory starting dosage for withdrawal 
would be 0.09 gm. (11% gr.) three times a day and 
0.2 gm. (3 gr.) at bedtime. This starting dosage 
should be maintained for two or three days, and 
then the daytime dosages can be progressively 
eliminated until only evening medications are given. 
If the patient is doing satisfactorily at this point 
barbiturates can then be entirely eliminated, and 
chloral hydrates substituted. Chloral hydrate, in 
turn, should be cut until the patient is finally sleep- 
ing without any sedatives. It should be remembered 
that one cannot replace barbiturates in barbiturate 
addiction by nonbarbiturate drugs without risking 
the patient’s life. Briefly, barbiturate withdrawal 
is characterized by subtle sensorial changes such 
as gaps in recent memory. Severe symptoms may 
develop suddenly in the form of psychoses with 
hallucinations, usually visual, sometimes continu- 
ing to a state of generalized convulsions, which 
may produce hemiplegia, brain damage or fractures. 
In case these severe symptoms develop they may be 
promptly checked by the immediate intravenous 
administration of Sodium Amytal. There can be 
no confusion about diagnosis, for the symptoms of 
barbiturate withdrawal do not occur even with the 
abrupt withdrawal of morphine. 

With few exceptions, withdrawal can be accom- 
plished even in illnesses requiring specific drugs. 
The notable exceptions are cardiac cases and acute 
infections. Cardiac cases require careful study, 
and the patient must be subjected to digitaliza- 
tion, if necessary, before withdrawal, which is then 
carried out cautiously over a period of about six 
weeks. With infectious illnesses, the patient is 
placed on a routine stabilizing dose while the in- 
fection is being treated. 

For most physicians, the withdrawal treatment 
is fraught with extreme difficulties and usually 
attended by failure. They find that patients ob- 
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tain drugs by stealing them, forging prescriptions 
or bribing nurses and attendants. A number of 
alarming symptoms develop, and the patients 
demand drugs for their relief. The physician who 
has been able to withdraw a patient despite all 
difficulties and relaxes his vigilance often finds that 
the patient has relapsed. Altogether, the treatment 
for drug addiction as it is commonly practiced is 
unsatisfactory for the patient and the physician 
alike. 

To ensure the success of withdrawal treatment, 
the physician must insist on hospitalization for all 
patients. The ultimate success of withdrawal treat- 
ment is largely dependent upon preventing the pa- 
tient from obtaining drugs other than those pre- 
scribed. Many patients while being treated pri- 
vately obtain drugs in one form or another and are 
never completely freed from their addiction. Sin- 
cere co-operation is, of course, a basic requirement, 
but regardless of their sincerity the majority of 
drug addicts will resort to any means to obtain 
drugs to relieve their craving during the process of 
withdrawal. 

It is desirable to use only experienced nurses and 
attendants who will be able to withstand the emo- 
tional pleas and monetary temptations that the 
patients will put forth. During the actual with- 
drawal, it is preferable to isolate the patient from 
all visitors, and in fact from anyone not directly 
concerned with the treatment. Many visitors in 
good faith bring in drugs as a result of cleverly de- 
signed appeals by the patient. 

* By insisting upon hospitalization, the physician 
can anticipate and prepare for combating the 
various subterfuges employed by the patients. 
Once hospitalized, the patients should be stripped, 
and their clothing and belongings removed, and 
they should have a careful physical examination. 
Physical appraisal requires all the physician’s 
diagnostic acumen, because drug addicts invariably 
give histories of chronic medical or surgical condi- 
tions that may or may not be substantiated by the 
physical examination. Drugs are often inserted in 
orifices of the body and in candy or cigarettes, and 
may even be soaked into handkerchiefs or other 
articles of clothing. Since most narcotics are water 


soluble, the patients’ clothing should be laundered’ 


before being returned. 

The following modified rapid withdrawal plan is 
recommended for the majority of cases. Although 
the discomfort is greater than with slower methods, 
it is limited to a shorter period and this allows the 
physician to begin rehabilitation therapy much 
more promptly. In the beginning, doses of mor- 
phine of 0.015 gm. (% gr.) will usually suffice, al- 
though it is occasionally found that 0.03 gm. (1% gr.) 
is needed. The morphine should be administered 
according to a rigid schedule: four doses a day, 
given twenty minutes before meals and again at 
bedtime. This will ensure the maximum comfort 
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during eating and sleeping. Dosages are given 
hypodermically and reduced approximately every 
two days, starting with 0.015 gm. (14 gr.) of mor- 
phine four times a day. The first change is to al- 
ternate 0.007 gm. (% gr.) with 0.015 gm. (% gr.). 
The second change is to 0.007 gm. (\% gr.) four 
times a day. Next, this amount is alternated with 
0.06 gm. (1 gr.) of codeine, which is then cut to 
0.03 gm. (1% gr.) four times a day and this is al- 
ternated with thiamine in the same manner, until 
all hypodermics are discontinued and the patient 
is receiving only thiamine four times a day. Suffi- 
ciently large amounts of barbiturates or sedatives 
are required to give the patient some rest at night. 
These should be dissolved by the nurse to prevent 
the patient’s accumulating them and taking them 
in one large dose. One can avoid a great deal of 
dissension and difficulty by never allowing the pa- 
tient to know either the drug or the dosage that he is 
receiving. 

Withdrawal symptoms will vary with the in- 
dividual patient. Clinical manifestations are lacri- 
mation, dilatation of the pupils, rhinorrhea, yawn- 
ing and goose flesh. Nurses’. observations can be 
very helpful in estimating the severity of with- 
drawal symptoms, and the daily recordings of the 
patient’s temperature, weight and blood pressure 
are safeguards against severe withdrawal reactions. 
Usually, the patient will lose weight, but a great 
loss in weight may mean too rapid withdrawal, 
resulting in loss of fluids by diarrhea, or an inade- 
quate caloric intake. Intravenous feeding may be 
indicated in these cases, as well as in those in which 
severe vomiting develops. Severe vomiting, notice- 
ably out of proportion to other withdrawal signs, 
frequently occurs as a conversion symptom. In 
these cases withdrawal is continued, and the pa- 
tient is given saline and glucose infusions twice 
daily. Vomiting invariably ceases when with- 
drawal is completed. 

Symptomatic treatment includes the use of 
tincture of belladonna and atropine for nausea and 
vomiting, and bismuth for diarrhea. For the severe 
muscular aches that continue during most of the 
withdrawal period, hot tubs or flow tubs give ap- 
preciable relief. Since most drug addicts are mark- 
edly undernourished, vitamins are usually indicated. 

The physician should not become alarmed and 
increase the narcotics when numerous symptoms 
develop. It is important that he be firm but kind. 
Diagnostic facilities should be utilized before dosages 
are increased. All procedures and _ laboratory 
specimens must be taken under supervision, and 
even then the findings are not foolproof. Patients 
manipulate thermometers, prick their fingers and 
put blood into their urine, or swallow blood in 
sufficient amounts to produce positive tests in their 
stools. It becomes a question of sifting and weigh- 
ing the subterfuges, since it is unlikely that they 
will be eliminated. 
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The length of hospitalization varies with the pa- 
tients. The actual withdrawal is accomplished in 
approximately seven to fifteen days. After this, 
the patient should remain hospitalized a sufficient 
length of time to regain his appetite and weight 
and to establish good sleeping habits without bene- 
fit of any medication. During this period the pa- 
tient will have recurring episodes of strong crav- 
ing for drugs. Since these cravings may continue 
to occur at intervals throughout his lifetime, ex- 
periencing them without recourse to drugs will be 
most helpful to him. He will also have an oppor- 
tunity to become acquainted with his own normal 
physical and psychologic sensations, which. have 
been entirely altered by his drug addiction. Ad- 
dicts become alarmed by normal sensations of 
fatigue, occasional indigestion, pain from neglected 
teeth or any other minor ailment. Any necessary 
dental, surgical or medical treatment should be 
given at this time, to eliminate possible causes for a 
future relapse into the use of drugs. Psychotherapy 
is most efficacious during the period immediately 
following withdrawal, when the patient is usually 
very anxious and is not receiving any drugs to allay 
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his anxiety. Problems come to the surface, and 
the patient is thus given motivation for wanting 
and accepting psychiatric help. 

The total length of time the patient should remain 
hospitalized depends upon the progress he makes 
in handling his emotional and physical problems. 
It is safe to say that somewhere between six weeks 
and four months will prove adequate in most cases. 

It is hoped that the foregoing suggestions will 
prove of value in averting unnecessary failures and 
increasing the successful treatment of drug addic- 
tion. ‘ 

SUMMARY 


A treatment procedure for the management of 
drug addicts during morphine withdrawal is pre- 
sented. Included are recommendations concerning 
hospitalization, custodial care and a modified rapid 
withdrawal treatment. 
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PROPHYLAXIS OF RHUS TOXICODENDRON DERMATITIS 


Rosert J. Hoacianp, M.D.* 


WEST POINT, NEW YORK 


VALUATION of the results obtained by pro- 
phylactic inoculations of poison-ivy extract is 
made extremely difficult by factors that cannot be 
controlled. Some of the variables that impair the 
validity of conclusions are the following: fluctua- 
tion of a person’s degree of sensitivity; inconstant 
environment; avoidance of poison ivy, whenever 
possible, by sensitive persons, minimizing and 
making unpredictable the incidence of contact; and 
spontaneous seasonal (and, lately, chemically in- 
duced) changes in vegetation. In addition, some 
studies depend on the results of patch tests or pa- 
tients’ statements that they have had poison-ivy 
dermatitis — neither entirely reliable bases for con- 
trolled work.! 

A review of the available literature discloses that 
there is a difference of opinion about the efficacy 
of inoculations in preventing the dermatitis; how- 
ever, there appear to be more favorable than un- 
favorable reports. Therefore, it seemed worth 
while to re-study this problem — especially since 
in the armed forces funds for medicines are restrict- 
ed; if a type of treatment or prophylaxis is not 
productive of excellent results, the money expended 
is better used for other drugs. 
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Krause and Weidman? and Templeton* concluded 
that prophylactic injections were ineffectual. In 
an article on Rhus toxicodendron dermatitis as a 
public-health problem, Turner* stated that pre- 
ventive inoculations seemed far from satisfactory, 
the effectiveness uncertain, the process uncom- 
fortable and expensive. He added that even if 
effective, prophylaxis would have to be repeated 
yearly because of the transient effect of desensitiza- 
tion. On the other hand, he stressed the advan- 
tages to be derived from environmental control. 
Bivings® gave inoculations of Rhus toxicodendron, 
as well as tincture of this material orally. He treated 


‘inmates of an institution where poison ivy was an 


annual estival problem. Fifteen patients who had 
had previous ivy poisoning were desensitized in 
March for four days; 13 remained free of dermatitis. 
The variables discussed above, as well as the lack of 
controls, render this report of uncertain significance. 
Blank and Coca® reported a controlled study of the 
influence of injections of poison-ivy extract on the 
incidence of dermatitis. They gave prophylactic 
inoculations to CCC workers in an area con- 
taminated with poison ivy and sumac. Four weekly 
injections were given in June, and shortly there- 
after a decline in the number of cases was noted. 
Of 85 inoculated persons, only 12 had dermatitis, 


- 


Vol. 242 No. 4 


whereas in an untreated group of 45 men, 30 were 
affected. It is significant that the dermatitis de- 
veloped in 14 per cent of the treated cases despite 
inoculation. This is in contrast to some other re- 
ports showing almost 100 per cent response to pre- 
ventive inoculations of poison-ivy extract. Blank 
and Coca believe that greater protection was es- 
tablished in men receiving larger doses of extract. 
Biederman’ inoculated 26 patients who had had 
poison-ivy dermatitis during previous summers 
and used 4 such patients as controls. He gave six 
intramuscular injections from January until Octo- 
ber. Dermatitis developed in 16 per cent, whereas 
100 per cent of the controls were affected. Ob- 
viously, this small number of controls is not use- 
ful as a measure of the incidence of the dermatitis 
in an untreated group. Again, the percentage of 
treated persons in whom ivy poisoning developed 
is significant. 

Molitch and Poliakoff* reported that 40 boys, 
who responded positively to patch tests, were 
treated for five months with poison-ivy extract, 
and 100 per cent remained free of dermatitis dur- 
ing the summer; however, 9 of 14 controls were 
affected. Nevertheless, on the assumption that 
the inoculations had protected the recipients, an 
interesting experiment was performed, which voided 
their conclusion that the extract had significant 
protective value. Rather, it showed, in a dramatic 
fashion, that the extract did not protect against 
observed exposure to poison ivy: 

Because of the success in the cases in which extract was 
given, we selected six boys who had given positive reac- 
tions to the patch test and had received injections of the 
extract and six boys who had had similar reactions but 
had not been given injections and exposed them to poison 
ivy. A large Ceadtel of poison ivy haoes was placed in 
the hands of each boy and allowed to remain there for 
about thirty seconds. e boys were warned not to touch 
their faces, but on bathing that night this advice was not 
followed. Within three days five of each group were hos- 
pitalized because of an acute dermatitis venenata, The 


two who were not affected were the only ones of the group 
who did not give a history of previous attacks. 


PrEesENT 


In the study undertaken at the United States 
Military Academy, West Point, New York, cadets 
were divided into three groups. Group I consisted 
of 33 cadets all of whom had had poison-ivy der- 
matitis the previous summer and had been under 
my own care. All these cadets spent the summer of 
1948 at Camp Buckner, an area that abounded in 
poison ivy and in which cadets were affected an- 
nually. Twenty-one patients received inoculations 
during April, and 12 were used as controls. Inocula- 
tions consisted of poison-ivy extract contributed 
by two manufacturers and given in accordance with 
their directions. Of the control group, dermatitis 
developed in 83.4 per cent during the eight weeks 
of camp, whereas 66.6 per cent of the injected group 
were affected. 
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Group II consisted of 36 inoculated cadets who had 
never been previously seen by me. Thirty-four stated 
that they had had poison-ivy dermatitis, and 2: 
stated that they had never had the dermatitis but 
wanted the inoculations because they had heard 
that ivy poisoning was common at Camp Buckner. 
All 36 cadets spent eight weeks at Camp Buckner, 
and dermatitis developed in 50 per cent. It is in- 
teresting that the 2 cadets who had never had ivy 
poisoning were in the group who were affected. 

_ Group III consisted of 21 inoculated upperclass- 
men who spent the summer on leave, on duty at West 
Point, at Camp Buckner, and on various trips. None 
of these upperclassmen had been previously seen by 
me. Of this group the dermatitis developed in 24 
per cent despite inoculations. 


Discussion 


A large number of factors combine to determine 
whether or not poison-ivy dermatitis will develop 
in sensitive persons. Therefore, only controlled 
studies, scarce in the past, can be depended on as 
bases for valid conclusions. Since it is to be ex- 
pected that persons who are past the age of early 
childhood and have a normal intelligence will 
scrupulously avoid poison ivy, uncontrolled studies 
must be regarded with skepticism. Moreover, al- 
though a controlled study may be set up involving 
patients, the extent and duration of contact with 
poison ivy is difficult to control. Only the report 
of Molitch and Poliakoff* showed an attempt to 
verify, and control, these all-important factors. 

The investigations recorded here disclose that al- 
though there was a difference in incidence of the 
dermatitis between the untreated and the inoculated 
subdivisions of Group I, over half the treated 
cadets were affected. A physician should be able 
to extend far better prospects to a patient receiv- 
ing painful inoculations. The difference in inci- 
dence of the dermatitis in the three groups sheds 
additional light on the necessity for completely 
controlled variables. Group II differed from Group I 
only in that the subjects in the latter had not been 
seen by me previously because of ivy poisoning. 
It is possible that some of the cadets in Group II 
actually were insensitive to Rhus toxicodendron. 
The relatively low incidence of dermatitis in Group ~ 
III further emphasizes the importance of environ- 
ment because the cadets in this group either did 
not go to Camp Buckner or spent their time there 
in activities not identical with those of the cadets 
in Groups I and II. The difference between the 
lower incidence of dermatitis in inoculated persons 
reported in the literature and in this study may be 
due to the fact that the cadets at Camp Buckner 
engage in night problems when they must creep 
and crawl through (and even lie in for hours) 
vegetation that they cannot see. Furthermore, 
during daylight they engage in tactical exercises. 
that require crawling or walking through certain. 
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areas regardless of vegetation. The importance of 
verified close contact with the offending plant in 
evaluating efficacy of prophylaxis was strikingly 
shown by Molitch and Poliakoff.* 

In an appraisal of the efficacy of. preventive in- 
oculation of poison-ivy extract it must be re- 
peatedly stressed that one is attempting to evaluate 
an effect on persons whose sensitivity is spon- 
taneously fluctuating and whose contact with vege- 
tation is never precisely the same. Furthermore, 
the plants themselves undergo spontaneous (and, 
in recent years, chemically induced) changes from 
week to week — not to mention year to year. The 
imponderables in an appraisal of the worth of 
prophylaxis were remarkably brought out by 
Molitch and Poliakoff,? who, encouraged by the 
apparently 100 per cent successful inoculation of 
40 boys, proceeded to hand 6 of them poison-ivy 
leaves, which were held for only thirty seconds; 
dermatitis promptly developed in 5 of the 6 and 
was severe enough to necessitate hospitalization. 
The only boy who was unaffected was the only one 
who never previously had ivy poisoning. 


SUMMARY 


Rhus toxicodendron dermatitis is a condition de- 
pendent both on hypersensitivity of persons and 
adequate contact with offending plants. Neither 
of these factors is constant. Therefore, only con- 
trolled studies are of any value in appraising the 
effectiveness of prophylactic inoculations. However, 
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even controlled studies, except in one report, did 
not regulate the intensity and duration of contact 
with poison ivy. When this was done, severe 
dermatitis promptly developed in all persons with 
a previous history of ivy poisoning despite previ- 
ous inoculations with apparently successful results. 

A study conducted under relatively controlled 
conditions showed that although men in an un- 
inoculated group had a slightly higher percentage 
of dermatitis than their associates who had re- 
ceived previous inoculations, the incidence in the 
latter group was too great to warrant use of pre- 
ventive inoculations. 

It is believed that previously favorable reports 
are largely based on inadequate exposure to offend- 
ing plants or inadequate numbers of subjects in a 
control group, or both. 
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N REVIEWING the literature of the past two 
years, one cannot say, truthfully, that there has 
been any marked change in any obstetric problem 
or treatment. Further light has been thrown on 
many controversial issues, but none have been 
definitely settled. The pregnant woman has become 
the source of inspiration and material to endocri- 
nologists, general practitioners, chemists, physiolo- 
gists, dietitians and numerous others. Many in- 
teresting observations have been made, but few 
of any clinical application. It still remains the re- 
sponsibility of the obstetrician to carry his patient 
through a healthy pregnancy and to deliver her of 
a healthy child. With this goal in view, this report 
presents such material as should be of help. 


Puysio_ocy 


Considerable work is being done on the vascular 
and extravascular fluid of the pregnant woman. 
This is of considerable importance, since fluid 
balance is involved in pre-eclamptic toxemia, de- 
hydration in labor, delivery and post-partum re- 
covery. A proper fluid balance during pregnancy 
and labor and immediately post partum is most 
important. 

Flexner et al.,' by the use of tracer technics, have 
shown that on the average 34.5 per cent of the water 
in the amniotic fluid is replaced per hour by water 
from the maternal plasma. The average rate of 
renewal of the water in the amniotic fluid is once 
every two and nine-tenths hours. The sodium of 
the amniotic fluid is renewed once every fourteen 
and a half hours. Water is transferred five times 
as fast as sodium. The quantity of water trans- 
ferred to the fetus per hour at various fetal stages 
was found to be 3.6 liters at the peak of the curve 
at about the thirty-fifth week of gestation. Closely 
approximating the results with sodium, there is a 
fivefold increase in the permeability of the placenta 
to heavy water from the fourteenth week of preg- 
nancy to the peak. The peak is followed by a sharp 
decline to term. Variability of the permeability 
of water is similar to that of sodium, and it appears 
that thinning of the walls of the villi and increase 
in area of placental exchange, which is due to branch- 
ing of the villi, are fundamental factors underlying 
the increase in permeability. 

Caton and his associates? have studied the plasma 
volume and extracellular fluid volume during preg- 
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nancy and the puerperium. They have demon- 
strated a progressive increase in plasma volume 
until sixty-eight days prior to the onset of labor. 
This increase averaged 1366 cc. Plasma-volume 
increase during pregnancy was 49 per cent when 
compared with nonpregnant values thirty days 
after delivery. There was an increase of extravas- 
cular fluid up to the onset of labor. The rate was 
accelerated during the last trimester. Plasma volume 
increases faster at first but drops before labor. 
Extravascular fluid increases slowly at first but 
quite rapidly in the last eighty days of pregnancy. 
Studies on the circulation by Brown et al.* have 
shown, by oxygen-c 
the work of labor is variable but often severe, and 
that the oxygen debt incurred during a long and 
hard second stage may not be repaid for over an 
hour after delivery. Statistical evidence indicates 
that emptying the uterus may itself place a burden 
on the heart. In patients with serious heart disease 
deaths from congestive failure occur with equal or 
greater frequency after cesarean section than after 
vaginal delivery. Venous pressure rises significantly 
and often to abnormal levels during the first twenty- 
four hours after delivery. Since uterine contrac- 
tions may result in repeated small autotransfusions, 
producing transient rises in venous pressure and 
filtration of fluid from the capillaries, thus gradually 
diminishing the total blood volume during labor, 
normal labor may be tolerated better than abrupt 
delivery. Findings indicate that about the time of 
delivery a significant volume of fluid leaves the 
vascular compartment. On the second or subse- 
quent days of the puerperium a volume even greater 
returns to the blood stream. The final return to 
normal nonpregnant blood volume probably occurs, 
after this, as a result of post-partum diuresis. 


PreGnancy TEstTs 


The frog reaction to pregnancy is tending to re- 
place the older tests. Sufficient data have been 
accumulated to show that it equals in accuracy the 
older Friedman and Aschheim—Zondek tests. Owing 
to its availability and low cost, the male North 
American frog (Rana pipiens) is the most useful. 
This frog shows an all or none reaction but does 
not allow for some of the minor gradations that are 
demonstrated by the rat. Two factors must be 
kept in mind in the use of this animal. The first 
is that it does not respond to blood serum as ac- 
curately as it does to urine. Secondly, the frog is 
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not a reliable animal for the testing of tubal or 
extra-uterine pregnancy, in which the titer may be 
quite low. If there is a question of extra-uterine 
pregnancy, the test should be checked by the in- 
jection of two rats. The technic of injection as 
recommended by Robbins and Parker‘ is the in- 
troduction of 5 cc. of filtered urine into the dorsal 
lymph sac of the frog. A cloacal saline lavage is 
examined for sperm in one or two hours. The frogs 
are not re-used. The authors state that the animals 
must be carefully examined during the breeding 
season for fear of false-positive reactions. 


Diet 


There is much interest in diet during pregnancy, 
and many excellent studies are being done on this 
subject. The investigators have been duly impressed 
with the importance of diet in prenatal care, but 
all are not in agreement. Burke,* by means of dietary 
histories, has studied 216 women. She states that 
68 per cent of women on good diets had no compli- 
cations during their pregnancies. Forty-two per cent 
of women on poor diets had complications. There 
was no toxemia among those with good, an 8 per 
cent incidence among those with fair and a 44 per 
cent incidence among those with poor diets. She 
states very definitely that the birth weight on the 
average was higher among women on a good protein 
diet. Dieckmann et al.® are less impressed with the 
importance of diet than Burke. They state that 
positive proof is lacking that improper diet is an 
important factor in abortion. They do agree that 
diet is a factor in pre-eclampsia but believe that 
there are other important causes. In nephritis and 
hypertension, diet has little effect. Their results 
showed that diet had little relation to hemorrhage, 
fetal mortality or malformations. There was no 
relation between protein intake and the length of 
the baby. They were unable to limit the weight 
of the baby by diet. The necessary weight gain in 
pregnancy for physiologic changes is 6.7 kilograms. 
The incidence of toxemia is increased if the gain is 
over 13 kilograms. Poor diet does not make the 
mother unable to nurse. 

An interesting paper by King’ reports a series 
of 226 cases with no restrictions on caloric intake. 
The average weight gain was 24.4 pounds. A gain 
in excess of standard is due either to an exaggera- 
tion of positive water balance or to developing 
obesity. Excessive gain caused by water retention 
may be a manifestation of subclinical toxemia of 
pregnancy, and it disappears completely during 
the late puerperium. Reduction of caloric intake 
on such patients will have little effect and may do 
harm if necessary protein is withheld. The incipient 
or developing obesity is a psychologic problem and 
may be a compensation for insecurity or anxiety. 
Superficial psychotherapy consists in giving the 
patient confidence in the doctor and in herself. 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Jan. 26, 1950 


There was no toxemia in this series and no increase 
in complications. 

For a general conclusion on the subject, it may 
be said that diet has an important place in prenatal 
care. Sudden increase in weight is presumably 
fluid retention until proved otherwise. Fluid re- 
tention is an important predisposing factor in 
pre-eclampsia. The most significant factor in avoid- 
ing fluid retention is a low-salt diet. Protein is 
desirable in pregnancy to avoid the lowering of 
the serum proteins. In clinical experience there 
seems to be little relation between diet and the 
birth weight of the child. The suggestion that 
true obesity in pregnancy is a psychologic problem 
contains much truth, as in nonpregnant women. 


ABORTION 


Peters, Man and Heinemann? have done a most 
valuable piece of work in giving further proof of 
the influence of the thyroid gland on abortion during 
pregnancy. By the study of the fraction of the iodine 
that is firmly bound to the proteins of the serum, 
the precipitable iodine of the serum, they have 
found a much more accurate test of thyroid func- 
tion than the basal metabolic rate. This precipitable 
iodine is high throughout normal pregnancy and 
does not follow the course of the basal metabolic 
rate. It falls to normal shortly after delivery. Their 
data suggest that if the precipitable iodine of the 
serum is low early in pregnancy miscarriage will 
probably occur. This is not the only cause of early 
miscarriage. Patients with a low serum iodine 
showed no stigmas of hypothyroidism. The serum 
iodine rose under thyroid treatment, and the 
patients went to term. The authors found it im- 
possible to predict from the serum iodine of the 
nonpregnant woman her reaction to pregnancy. 
Failure of the serum iodine to rise in pregnancy 
does not bespeak an antecedent thyroid deficiency, 
but rather an improper reaction to pregnancy. 

Delfs and Jones,® in a study of the endocrine 
patterns in abortion, found that abortion was not 
a single entity. Low chorionic gonadotrophins 
were associated with a pathologic conceptus, always 
followed by abortion. Early low pregnandiol was 
often associated with a low chorionic gonadotrophin 
and a pathologic conceptus. Low thyroid function 
occurred frequently with a low chorionic gona- 
dotrophin and a pathologic conceptus. Low thy- 
roid function may be the major factor in the etiology 
of recurrent abortion. 

The work of Smith'® in the use of diethylstil- 
bestrol in the treatment of abortion is well known. 
Seventy-eight per cent of the patients who were 
treated for bleeding between the sixth and twenty- 
first weeks of pregnancy carried to twenty-eight 
weeks, and 72 per cent had living and well babies. 
Eighty-three per cent, treated prophylactically 
against abortion, carried to twenty-eight weeks, 
and 78 per cent had living and well babies. In 
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the 127 cases with two to five consecutive abortions, 
prior to the one in which stilbestrol was given, the 
fetal salvage averaged 77 per cent. 

Javert, Finn and Stander" have divided habitual 
abortions (three or more) into three groups for 
treatment. The first group received no treatment. 
The second received prenatal care, bed rest, sedation, 
vitamin E, progesterone and thyroid. Patients in 
the third group were treated with diets high in citrus 
fruits, fresh vegetables and minerals, vitamins C 
and K, thyroid and psychotherapy. There was 
also a specific detection and correction of certain 
factors, defects and deficiencies. The abortion rate 
in the third group was only 14 per cent as compared 
with 65 per cent in the control group. The full- 
term salvage in the third group was 80 per cent as 
against 26 per cent in the control group. 
authors have discarded the use of vitamin E and 
progesterone. They believe in vitamin C, sexual 
abstinence and psychotherapy. 

The increasing evidence of the important re- 
lation of thyroid function to abortion fits many 
clinical observations. It has been my practice for 
some years to put all patients with a previous abor- 
tion on thyroid therapy. This is started, if possible, 
at least a month before the second pregnancy. If 
the basal metabolic rate is under + 10 per cent, 
the patient is given 0.06 gm. (1 gr.) of thyroid 
daily. If the test is under -10 per cent, 0.12 gm. 
(2 gr.) is given. Without treatment, the prognosis 
for the second pregnancy is about 80 per cent favor- 
able. Since such simple measures as thyroid, proper 
diet and sufficient rest give good results, it seems 
that the expensive stilbestrol treatment might be 
reserved for cases of habitual abortion in which 
patients have had three previous miscarriages. 
At present, stilbestrol treatment seems to offer the 
best hope in the case of the habitual aborter, if 
the patient has had one previous attempt under 
thyroid therapy. It must be remembered that, 
in all cases, the patient must be carefully examined 
to rule out any local or general disease. 


LABOR 


With the improvement of x-ray measurement 
of the bony pelvis during the past years, the ob- 
stetrician obtains a much clearer picture of prog- 
ress during labor. X-ray examination has not 
in any way replaced the need of good obstetric 
judgment. There is no indication for the use of 
x-ray study routinely, but this procedure should 
be saved for cases that present a definite problem. 
A primipara with an unengaged head at term, a 
primiparous breech, malpositions and arrested 
labors are among the indications for x-ray pel- 
vimetry. It should also be remembered that there 
is no satisfactory measurement of the fetus or the 
fetal head. Therefore, x-ray examination gives only 
one of several important factors. The efficiency 
of labor contractions is frequently as important 
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as the pelvic measurements. It is an exceptional 
case in which the x-ray film can determine that 
a baby cannot be delivered safely from below. 
It is poor obstetrics and unfair to the roentgenolo- 
gist to ask him to make the decision. He has no 
knowledge or understanding of the forces of labor. 
In the great majority of the so-called “borderline 
pelves” the proper answer is found in a well con- 
ducted test of labor. A test of labor should consist 
of six to ten hours of good labor counting from the 
time that the cervix starts to dilate. Many patients 
have hours of contractions before the cervix be- 
gins to dilate. Should the patient not make proper 
progress in dilatation or descent, after a fair trial, 
one must decide whether an abdominal delivery 
is indicated. 

Uterine dystocia, or ineffective labor pains, is 
still one of the common problems in obstetrics. 
It is often difficult to ascertain whether a narrow 
pelvis or uterine dystocia is responsible for lack 
of progress. Experience and judgment are the 
deciding factorzs. I believe that cases of actual 
cervical dystocia are extremely rare. In the treat- 
ment of true uterine dystocia, in which the pelvic 
measurements are adequate, the use of Pitocin can 
be recommended, with certain reservations. Pa- 
tients vary greatly in their sensitivity and reactions 
to posterior pituitary extract. The first dose should 
be a test dose of 0.5 minim. This dose should not 
be given unless the obstetrician is in attendance 
and ready to institute the proper treatment should 
the uterus go into spasm. The uterus must be care- 
fully observed and the fetal heart checked for the 
first fifteen minutes after the injection. Should 
the test dose give little or no response, 1 minim 
may be given thirty minutes later. Usually, 1 
minim is all that is necessary to give good uterine 
contractions. This can be repeated later should 
the contractions cease. At no time should more 
than 2 minims be given at a single dose. A method 
in which pituitary extract is given in glucose, in 
an intravenous drip at the rate of 0.5 minim per 
half hour, is being tried in many clinics, with favor- 
able reports. This should not be used by the in- 
experienced until further work has been done. 

An interesting paper by Reynolds, Hellman and 
Bruns" presents observations on efficient and poor 
labor. By means of the Strain Gage Multi-Channel 
Tokodynamometer, they have studied three uterine 
segments. To dilate the cervix, intermittent con- 
tractions in the fundus must be strong, they must 
rise quickly to a maximum, and they must be of 
relatively long duration. In the mid-portion of the 
uterus, the contractions are less intense, are usually 
shorter in duration and frequently diminish pro- 
gressively as labor advances. The lower uterine 
segment is inactive during the first stage of labor. 
Dilatation of the cervix is associated with a gradient 
of diminishing physiologic activity from fundus 
to lower uterine segment. Deviation from this 
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pattern is associated with prolongation of labor or 
prevention of dilatation. The net effect of rupture 
of the membranes is to increase the tension within 


the fundus relative to that in the lower uterine 


segment. 

The diagnosis and management of occipito- 
posterior position is a common and troublesome 
problem. Frequently, the diagnosis is not made 
until the patient is fully dilated. In a case of un- 
engagement of the head, prolonged labor with slow 
progress, or persistent high station of the head, 
posterior position should be suspected. Should 
there be doubt during labor, a sterile vaginal ex- 
amination should confirm the diagnosis. Excessive 
moulding of the head in posterior position will 
frequently confuse the obstetrician concerning 
the actual amount of engagement and descent of 
the head. One will frequently find that although 
the most advanced part of the head is in a low 
position, the greater diameter of the head is not 
through the mid-pelvis. In the persistent posterior 
position, full dilatation of the cervix may be de- 
layed for hours. In such cases it is tempting, but 
unwise, to attempt delivery. As long as the mother 
and child are in good condition, all possible patience 
should be used in attempting to obtain full dilatation 
before delivery. Gustafson™ has written an excel- 
lent review on this problem. In his present series 
of 2222 posterior positions there were 106 persistent 
posterior positions, an incidence of 3.6 per cent. 
His cases are divided into three categories. The 
first group rotate spontaneously after engagement. 
In the second group there is pelvic disproportion 
or contraction; after hours of labor engagement 
does not occur. In the third group engagement 
occurs, but spontaneous rotation does not follow. 
Pregnancy is apt to be prolonged in patients having 
a posterior position. Labor should never be induced. 
Labor is generally slower and longer, especially 
when there are firm cervixes or poor pains. The 
membranes are apt to rupture earlier. The head 
stays high longer. There is often less flexion. Pos- 
terior position should not be considered abnormal, 
and labor should be managed as in normal presenta- 
tion, if the condition of mother and baby remains 
good. Station of the head is as important as dila- 
tation of the cervix. Inaccurate diagnosis of station 
is responsible for failure of forceps * operations. 
Sedation in the first stage is imperative. There 
should be no interference until after two hours of 
the second stage, or until the head is on the peri- 
neum. If progress has stopped after two hours of 
complete dilatation with the head in the mid-pelvis 
or on the perineum, manual rotation followed by 
the application of forceps is recommended. The 
Scanzoni maneuver of rotation of the head with 
forceps and then reapplication is considered good. 
Seventeen cesarean sections were performed in 
this series, all of which the author believes would 
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have come to this type of delivery without a pos- 
terior position. 

Penicillin has become a most useful adjunct in 
the proper conduct of labor. It is not recommended 
that penicillin be given routinely, but only under 
the proper indications. The most common indication 
for the use of penicillin is when the membranes 
have been ruptured for ten hours without any 
marked progress in labor. In many cases, the mem- 
branes will be ruptured for that length of time, or 
longer, before the patient actually starts in labor. 
In a test of labor, in which there is a question of 
cesarean section, penicillin following the rupture 
of the membranes is good treatment. Penicillin 
passes freely through the placenta into the am- 
niotic fluid and keeps the uterine contents relatively 
sterile. It thus adds to the length of time that may 
be safely allowed between rupture of the membranes 
and a cesarean section. In cases in which there 
has been invasion of the uterus during delivery, 
such as difficult operative forceps delivery, internal 
podalic version and manual removal of the placenta, 
penicillin should be given. Three hundred thousand 
units per day, for three days without fever, is a 
reasonable dosage. Penicillin may be given routinely 
after cesarean section although it is not necessary 
after a clean, elective case. It should not be believed 
that, because of the availability of penicillin, there 
can be any carelessness in aseptic technic or any 
increased leeway in traumatic procedures. Even 
with penicillin some patients become infected, and 
patients still die from sepsis. 

Post-partum hemorrhage continues to be one 
of the major problems and, directly or indirectly, 
is the major cause of maternal mortality. Maternal 
deaths are reported that could have been prevented 
with the timely and sufficient use of blood replace- 
ment. No pregnant woman should be delivered 
when blood is not immediately available. There 
should be a blood bank in every maternity hospital. 
Obstetric emergencies frequently do not allow 
time for the calling in of donors and the matching 
and drawing of blood. The two greatest advances 
in obstetrics in the past years have been the avail- 
ability and judicious use of blood and the avail- 
ability of antibiotics. 

Post-partum hemorrhage should be feared after 
the delivery of twins, overlarge babies and long, 
difficult labors. Certain women have a tendency 
toward post-partum hemorrhage, and will bleed 
in succeeding pregnancies. Post-partum hemor- 
rhage occurs from uterine atony or retained secundae 
or both. The most important and most dangerous 
part of any delivery is the third stage. No ob- 
stetrician should leave his patient, or delegate 
this responsibility to a nurse, until this period is 
safely past and the uterus is acting well. 

The use of oxytocics after the birth of the baby 


‘is a necessary routine in all cases. Because of fatal 


cases following the intravenous use of Pituitrin, 
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this drug should only be used intramuscularly ex- 
cept in serious emergencies. My routine is to give 
1 ampoule of Pitocin intramuscularly after the 
birth of the baby. After the placenta has been de- 
livered, an ampoule of ergotrate is given intra- 
venously. It is excellent practice to give an ampoule 
of Ergotrate intramuscularly, one hour after de- 
livery, since the uterus has a tendency to soften 
up at this point and to cause further blood loss. 

Retained placentas may be divided into two 
groups: those that bleed and those that do not. 
In the presence of hemorrhage, immediate removal 
is indicated. It is not urgent in patients who do 
not bleed. Manual removal of the placenta is a 
major procedure, but not as serious in properly 

‘trained hands as it was formerly considered. It 
should not be done casually, but no obstetrician 
should have any hesitancy if the situation indicates 
this procedure. In the manual removal of the pla- 
centa, the placenta should be peeled off the uterine 
wall from above downward, and one should be 
sure that it is removed intact. Pulling or peeling 
the placenta from its lower edge up will frequently 
leave pieces behind. There can be no definite time 
rule laid down for manual removal of the placenta, 
but the present tendency is to remove it early. 
Should the patient be bleeding, with no sign of 
separation of the placenta, after fifteen or twenty 
minutes, removal is indicated. Even without bleed- 
ing, nothing will be gained by leaving the placenta 
more than one hour. The unobserved blood loss 
may be considerable over this period. After removal 
of the placenta, the uterus must be carefully watched 
for further bleeding and lack of proper tone. 

Post-partum hemorrhage following the delivery 
of the placenta is a serious problem. Immediate 
blood replacement is vital. It is extremely poor 
obstetrics to wait until the patient shows definite 
signs of blood loss or goes into shock before a blood 
transfusion is started. On should not allow the 
patient to reach such a precarious condition. Again, 
it cannot be overemphasized that the timely and 
sufficient use of blood is of vital importance. 

There are two schools of thought regarding the 
use of an intra-uterine pack for the treatment of 
uterine hemorrhage. One group is definitely for, 
and the other against, this procedure. The use of 
the pack has certain definite disadvantages. First, 
with a pack in the uterus, the amount of hemor- 
rhage is very difficult to estimate, for the patient 
may be bleeding into or behind the pack. Secondly, 
as long as the pack is in the uterus, this organ cannot 
contract down to its normal post-partum size and 
shut off the bleeding in the normal physiologic 
manner. Thirdly, on withdrawal of the pack, the 
patient may again begin to bleed, and the uterus 
may have to be re-packed. Finally, there is a great 
danger of sepsis after this maneuver. However, 
as a last resort, when the operator believes that 
this is his only weapon, no one can be criticized 
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for packing. Should a patient bleed after delivery 
of the placenta, the lower uterine segment is grasped 
by a hand in the vagina, and the fundus grasped 
by the other hand through the abdominal wall. 
By squeezing of the uterus firmly between the 
hands, immediate hemorrhage can be stopped. 
A uterus held in this manner will lose very little 
blood. In the course of time, even up to an hour, 
the uterus will usually begin to contract and assume 
a good tone. Once the uterus has begun to contract, 
progress is being made toward the solution of the 
problem. During this period, an accurate estimation 
of blood loss can be made, and the necessary blood 
replacement can be given. The situation can be 
more accurately controlled, and judged, by this 
procedure. Once the uterus is contracting, the 
patient is in a safer condition than with a pack in 
the uterus. Unfortunately, under both forms of 
treatment, there is an occasional patient who will 
not respond and will come to hysterectomy to 
stop the hemorrhage. 

As a cause of post-partum hemorrhage, one must 
warn against overzealous manual expression of 
the placenta. Such attempts often cause a partial 
separation of the placenta, with accompanying 
hemorrhage. Also, such trauma to the uterus may 
precipitate bleeding after delivery of the placenta. 


CESAREAN SECTION 


The safety of cesarean section has greatly in- 
creased during recent years from the preoperative 
and postoperative use of the antibiotics. Postopera- 
tive sepsis is much less common. Also, improvement 
in operative technic and environment has added to 
the improved results. Nevertheless, cesarean sec- 
tion remains a major abdominal procedure that 
should not be performed without the proper in- 
dications. It should be done before, or early in, 
labor and should not be used as a last resort in the 
neglected case. Good obstetric judgment is essential 
in making the decision to operate before the patient 
becomes a poor surgical risk. It should also be 
kept in mind that in most cases the decision to 
perform a cesarean section condemns the patient 
to this type of delivery for the rest of her child- 
bearing career. 

The extraperitoneal cesarean section has acquired 
great popularity for use in potentially and actually 
infected cases. To allow a patient to become in- 
fected before delivery is usually the result of poor 
obstetric management and, fortunately, is a rare 
event in modern obstetrics. The potentially in- 
fected case, or the patient who has gone many hours 
with ruptured membranes, is a more common 
problem. Frequently, these patients have ruptured 
their membranes previous to the onset of labor, and 
then many hours have elapsed before the onset of 
contractions. Reported results with extraperitoneal 
section have been universally good. However, as 
this operation gained popularity with the advent 
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of the antibiotics, and is in most cases combined 
with their use, one cannot give the entire credit 
to the operation itself. The low-flap intra-abdominal 
cesarean section combined with preoperative and 
postoperative antibiotics is a safe procedure after 
many hours of ruptured membranes if the patient 
has been properly handled with no intra-uterine 
manipulations. 

In the frankly infected case in which the patient 
has an elevated temperature and other definite 
signs of sepsis, the combined cesarean section and 
hysterectomy is still the choice in many clinics. 
The loss of the uterus in the young woman who 
desires further children is a tragedy, but the chances 
of further pregnancies in a woman who has had a 
frankly infected uterus, with the accompanying 
pelvic peritonitis, are not good. Also, pelvic pain 
and disease, which may lead to operation at a later 
date, are common sequelae. 


ANESTHESIA 


The importance of anesthesia in obstetrics is 
becoming increasingly recognized. Even anesthe- 
tists themselves have become interested in the 
problem. The important fetus in utero adds a 
complication not found in general surgery. Her- 
shenson," in an excellent review of the subject, states 
that most successful methods at present include 
the use of scopolamine. He believes that the judi- 
cious use of inhalation anesthetic agents is, in general, 
more satisfactory than the analgesic drugs, having 
the advantages of rapidity of exchange, short in- 
duction and recovery period, predictable and con- 
trollable depth and duration of anesthesia, retriev- 
ableness without residual injury, wide margin of 
safety, lack of extra load on detoxifying mecha- 
nisms of the body and permissibility of employment 
of a highly oxygenated atmosphere. The use of 
Seconal and scopolamine is recommended during 
labor. The delivery is completed under an inhala- 
tion procedure employing a highly oxygenated 
atmosphere until delivery of the fetus is completed. 
The washing out of the stomach or the use of apo- 
morphine is recommended for a full stomach. If 
the stomach cannot be emptied, regional block is 
employed. With prematurity or immaturity pre- 
medication is reduced, and regional block is em- 
ployed. 

Hingson'® is most enthusiastic about the use of 
continuous caudal anesthesia in obstetrics. Ninety 
per cent of the patients obtain a complete relief 
of pain. He makes the following claims for this 
type of anesthesia. There is a marked reduction 
in the maternal death rate. The blood loss is dimin- 
ished. The involution of the uterus is expedited. 
There are fewer babies with delayed respiration 
at birth, and the number of stillbirths is reduced. 
There are fewer deaths in the first week of life, 
and more babies are breast fed. He admits that 
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this type of anesthesia doubles the incidence of 
operative deliveries. 

Lull'® gives further statistics on the use of con- 
tinuous caudal anesthesia. The average duration 
of this technic in 2516 labors, was three and six- 
tenths hours in primiparas, and two and three- 
tenths hours in multiparas. Three and six tenths 
of the babies had a delay in respiration of two 
minutes, as against 9.6 per cent in the control group. 
He recommends that caudal anesthesia be used 
only three or four hours before delivery and in 
the presence of strong uterine contractions. This 
type of anesthesia should only be given by a highly 
trained anesthetist. 

Andros et al.'” believe that, in their own ex- 
perience, the continuous caudal procedure is not 
the optimum type of analgesia and anesthesia. It 
requires considerable skill and has potential dangers 
that cannot be completely eliminated. They 
a series of 719 cases of spinal (saddle-block) anes- 
thesia. They believe that with some training the 
average physician can administer spinal anesthesia 
for relief of pain, of the late second stage, and for 
delivery, with a high degree of safety. This type 
of anesthesia is far safer than an inhalation or 
intravenous anesthetic administered by an inex- 
perienced person. 

In this series the injection was made in the sitting 
position at the level of the fourth lumbar interspace 
with a 22-gauge needle. Four different drugs were 
used, with satisfactory results. All injections were 
hyperbaric to the spinal fluid. The patient was 
kept in the sitting position for thirty to thirty-five 
seconds after injection. She was then placed in the 
supine position, with a pillow under her head, and 
was not moved for twenty minutes. . 

An insignificant increase in occiput transverse 
and occiput posterior presentations was noted under 
this anesthesia. There was no increase in low-for- 
ceps delivery preceded by manual or forceps rota- 
tion, nor in mid-forceps procedures. This type of 
anesthesia was found satisfactory for breech de- 
liveries. 

Great benefits are derived by the fetus in this 
type of anesthesia. Ninety-five per cent of the 
fetuses breathed spontaneously less than one 
minute after delivery. The period before the initial 
cry was impressively short. 

There was an incidence of post-spinal headache 
in 14.5 per cent of the patients. The patients’ 
activity or position, after saddle block, was not 
restricted. They were up in a chair twenty-four 
hours after delivery. | 

In conclusion, one may say that, although con- 
tinuous caudal anesthesia has its enthusiastic sup- 
porters, the technic requires a certain skill and 
experience that is not available in the average 
delivery room. Spinal anesthesia offers definite 
advantages to the fetus. Rarely is artificial stimu- 
lation necessary, unless the medication during labor 
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has been excessive. To the obstetrician, the in- 
cidence of post-spinal headache is a sufficiently 
common and distressing factor for this type of 
anesthesia to be reserved for patients with upper 
respiratory infection, a full stomach or other definite 


indications. Gas, oxygen and ether for delivery — 


remains the common procedure. It is true that 
frequently babies are somewhat slower to breathe 
and to cry than under spinal anesthesia, but rarely 
is this a serious problem. During labor the use of 
scopolamine with either the barbiturates or Demerol 
is well accepted practice. The use of Demerol and 
barbiturates on the same patient is not advised. 
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HOUSE OF DELEGATES 
Special Meeting, September 18, 1949 


SPECIAL meeting of the House of Delegates 
of the New Hampshire Medical Society was 
held at the Eagle Hotel, Concord, New Hampshire, 
on Sunday, September 18, 1949, at 2 p.m., with 
Speaker B. Read Lewin presiding. 
The following members answered the roll call: 


The President, ex-officio 

The Vice-President, ex-officio 

The Secretary-Treasurer, ex-officio 
Samuel Feiner 


y 
Albert C. Johnston 
Walter H. Lacey 


Marjorie A. Parsons 

Leslie K. Sycamore 

.. House 

Crisp 

. Powers 

. Woodman 

V. Putnam 

Varren H. Butterfield 

Villiam D. Penhale 

rederick S. Gray 

Yonald W. Leonard 

‘red Fernald 

Walck 

Albert E. Barcomb 

B. Read Lewin 

Addison Roe 

Dr. George C. Wilkins, Alternate 
Dr. Clarence E. Dunbar, Alternate 
Dr. Robert E. Biron 


President Bowler reminded the delegates that Dr. 
Metcalf had resigned, and gave the following sum- 
mary of the state of the Society: 


The affairs of the Society, by virtue of things that the 
Society had committed itself to, had become rather com- 
plicated during the last year, and one of the things that 
we woke up to was that the House of Delegates had com- 
mitted itself in March of this year to the program of the 
Educational Campaign of the American Medical Associa- 
tion and that nothing had been done about the financing. 
And sv, in June, we found ourselves with a lot of bills, 
and without much of a method of meeting them. The 
second thing we were confronted with was the problem 
of where, in the Society, to look for the information we 
wanted. We learned that the Secretary was the only con- 
tinuing man, and he had carried most of the work, I 
should say practically all the work, without much oppor- 
tunity for anybody else to indoctrinate himself. ere- 
fore, the first thing I took upon myself was to appoint an 
executive committee, consisting of the President as chair- 
man, the first past president, the President-Elect (who, 

arenthetically, doesn’t exist at this time), the Vice- 

resident, the Secretary and the Speaker. That appvint- 
ment was made not only to provide advice and help but 
also to establish a reasonable division of responsibility 
with an opportunity for the new officers to become ac- 
quainted with what it was all about. Of course, that situa- 
tion was made acute by the fact that Dr. Metcalf was 
resigning. 
is Biuccnties Committee has had three meetings since 
the June meeting, for discussions of the budget. This 
was necessary, because there never has been a Bud 
Committee, as well as for the acceptance of Dr. Metcalf’s 
resignation and the appointment of a secretary pro tempore. 
That is in the Constitution as prerogative of the 


12 
13 
Roger P. Brassard 
Francis J. C. Dube 


President. As secretary pro tempore we appointed Dr. 
Deering G. Smith, who, fortunately for us, has accepted. 
We spent one anne going into the question of a full-time 
executive secretary; that matter was explored at length. 
Dr. Smith will present a report dealing with the appoint- 
ment of Mr. Dassen, of Woodbury and Putnam, to 
serve, as a member of that concern and as executive secre- 


tary, and we have drawn up a budget for the rest of this - 


year, under that setup. Then, beginning the first of the 
year, which will give us four months at least to look around 
and go into the matter further and see if we can find any 
further economies without sacrificing efficiency, we can 
make a further decision. Then, we can request the Com- 
mittee on Constitution and By-laws to consider a revision 
at the next annual meeting, or the presentation of the 
ee for making what we have done constitutional, 

ause it is within the Constitution that the President 
/~ appoint any committees that are necessary. 

t the end of this meeting, we should like to have a 
brief meeting of the county secretaries; this will take 
only a few minutes. Also, at the end of this meeting and 
before we all leave, we should like to have a short meeting 
of the Executive Committee. 

The Educational Campaign of the American Medical 
Association, which the House of Delegates voted in June 
to continue, will be reported upon, at least up to the end 
of the year. I have been quite impressed with the work 
of that campaign and what I think is its effectiveness, 
and also with the fact that it must be continued. I think 
that the degree of the continuance is something to be 
studied. I believe that the interest of the public as a whole, 
in this campaign, is quite surprising. I have found my- 
self already in altercation with certain officials, or rather 
individuals in other groups, and the interest of the public, 
I think, can be kept up, if it is not overdone. 

We have problems, such as the matter of the New Ham 
shire Pharmaceutical Association, presented before the 
House of Delegates last June, in connection with the ques- 
tion of drug dispensing by physicians, but more par- 
pe A as applied to physician-owned or group-clinic- 
controlled ners drugstores. Later on, if there is 
time, I should like to say a few words about the talk 
that I = last Monday at Bretton Woods, at the pharma- 
ceutical meeting, where I was asked to be present. 

We certainly owe a great debt of appreciation to Dr. 
Metcalf, because for sixteen years he has been in this 
thing, and I can well imagine, as can you, that his job 
has been not altogether easy, and I think that perhaps 
it has been made much more difficult by the fact that 
these things become a one-man responsibility, apparently 
to the point where he gets all the raps and very little of 
the credit. So that I hope if we do organize on an execu- 
tive-committee basis, things can be a little less arduous 
on individuals, and perhaps a little easier to be carried out. 

In connection with the Executive Committee, which 
has been considering the budget situation, we anticipate 
that under future operations, there should be a little more 
control of the audit situation; perhaps a certified public 
accountant should set the thing up, without regard to in- 
dividuals, but with regard to anything that, after all, is 
. apes responsibility of quite a large number of in- 

ividua 


Dr. Sycamore then proposed the following resolu- 


tion: 


Wuereas, Dr. Carleton R. Metcalf has served for six- 
teen years as ary-Treasurer of the New Hampshire 
Medical Society, and during this iod has given un- 
stintingly of his time and strength in carrying on the 
duties of his office; and 

Wuereas, as the sole continuing officer of the Society, 
he has borne the heavy responsibility of guiding to a large 
degree, the policies of the Society; and 

Vuereas, his service to the New Hampshire Medical 
Society has been characterized by wise and tolerant coun- 
sel, by unflagging devotion to the best interests of the 
Society collectively and of its members individually, and 
by unswerving loyalty to the highest ideals of his pro- 
ession; 

Now, Tuererore, Be It Reso.vep: That the House of 
Delegates of the New Hampshire Medical Society does 
hereby express to Dr. Carleton R. Metcalf its deep appre- 
ciation of his signal service to the Society; 
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Ano Be It Furtner Resotven: That this resolution 
be spread upon the records of the New Hampshire Medical 
Society, and that a copy be suitably inscribed and pre- 
| to Dr. Metcalf. 


Dr. Sycamore moved the adoption of this resolu- 


tion 


This motion was duly seconded and was carried. 
Secretary Smith then spoke as follows: 


I am sorry to say that Dr. Metcalf continues to be ill; 
he has been in poor health all summer and at the present 
time is in . Mrs. Metcalf wanted me to bring his 
best wishes to the House of Delegates, and his regrets at 
being unable to be here today. 

€ executive committee appointed by President Bowler 
held three preliminary meetings, which are included in 
the minutes but were not presented to the House of D 
gates, for the report of the August 21, 1949, meeting gives 
the final conclusions. 

The officers of the Society, Drs. Bowler, Smith and 
Metcalf, with Dr. Dunbar, the immediate past president, 
and Dr. Sycamore, the president of Blue Shield, met at 
the Eagle Hotel, Concord, on June 26. Since no money 
had been raised to finance the Educational Campaign 
which was voted by the House of Delegates at the special 
session in March, 1949, it was voted to ask the Trustees 
to transfer $2000 from the General Funds to the Treasury, 
to help pay the bills. 

The officers met with Mr. Woodbury, and it was de- 
cided to curtail the educational campaign, at least tem- 
porarily, and to cut the cost to about $500a month. 

There was considerable discussion about the positions 
of secretary and executive secretary, but no decision was 


reached. 

On July 11 Drs. Bowler, Metcalf, Dunbar and Syca- 
more met at Lake wanapee 

Dr. Bowler accepted the resignation of Dr. Carleton 
R. Metcalf as secretary-treasurer and appointed Dr. 
Deering G. Smith as secretary-treasurer pro tempore. 

The question of an executive secretary was discussed. 
Further talk with Hamilton S. Putnam, on an $8000 a 
year, full-time basis, including the educational campaign, 
was authorized. ¢ 

The budget was considered, and it was decided to in- 
clude the item of traveling expenses of the officers. 

Various suggestions relating to amendments to the 
Constitution and By-laws were discussed. 

wler appointed an executive committee, con- 
sisting of the President, as chairman, the first past presi- 
dent, the Vice-President, the Secretary-Treasurer, the 
Speaker of the House and one member (Dr. Sycamore) 
appointed by the President. . 
n August 11 Drs. Bowler, Sycamore and Smith met 
at Hanover and discussed the matters to be consid 
at the meeting of the Executive Committee on August 21. 
e first formal meeting of the Executive Committee 
was held at Lake Sunapee on August 21, with Drs. Bowler, 
Metcalf, Lewin, Sycamore and Smith present. Dr. Dunbar 
was absent. 

It was voted to recommend to the House of Delegates 
that Angus Woodbury continue the Educational Cam- 

aign at its present pace, with an appropriation of $2750 
or the last four months of this year. 

It was voted to hire Hamilton Putnam as executive 
secretary. He is to handle all publicity for the state and 
county societies, handle the Speakers’ Bureau, assist in 
the details of meetings and the mechanics of publica- 
tion, mimeograph notices and so forth, and do all mass 
mailings. He will be responsible to the Secretary-Treasurer, 
who will make all professional contacts, collect the dues 
and pay all bills, in addition to supervising the Executive 
Secretary. 

It was voted to ask the House to approve the July alloca- 
tion of $2000 from the General Funds to the Treasury, to 
pay campaign expenditures. It was recommended that 
the balance of Ap omge’ thy bill to September 1, 1949, of 
$1204.50, be paid from the General Funds. It was further 
recommended that an assessment 5 per member be 
made at once, to finance the Society until January 1, 1950, 
with a budget of $7000. 

The Secretary reported that the choice of the poll as to 
a meeting place was the Mount Washington Hotel, in the 
fall, and that he had made tentative reservations 
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After a omemens discussion with Dr. Dye, the secreta 
of the New Hampshire Surgical Club, and with his approva 
it was voted to have the next annual meeting of the New 
Hampshire Medical Society at the Mount Washington 
Hotel September 10-12, 1950, a joint meeting with the 
New Hampshire Surgical Club, with the House of Dele- 

ates meeting at 2 p.m. on Sunday, September 10, 1950. 
ft is hoped to have exhibits, and if so, Dr. Kennard will 
have charge of them, the Executive Secretary doing the 
routine work. 

The payment of money to members for speaking and 
to out-of-state participants in symposiums at the annual 
meeting was disapproved. 

It was voted to have a special session of the House 
of Delegates at the Eagle Hotel, tember 18, 1949, and 
the agenda for the meeting was discussed and decided 

how varied and 


upon. 
PYour new Secretary is learning quick! 

at times arduous are the duties that Dr. Metcalf per- 

formed so well for sixteen years. His successor needs and 

asks for your co-operation, assistance and suggestions. 

. Bowler and the Secretary were guests at the meet- 
ing of the New Hampshire Pharmaceutical Association 
meeting this past week. Dr. Bowler spoke in the after- 
noon about socialized medicine and also the problem of 
clinic-owned pharmacies. He urged that the pharmacists 
and physicians get together and settle any minor differences 
— they may have. Dr. Smith spoke briefly at the 

anquet. 
Exhibits will be permitted at the Mount Washington 
Hotel, which has ample facilities for the annual meeting. 
At least a tentative time and place for the 1951 meeting 
must be selected before next June. 


be held in the winter, for an exchange of ideas and assistance 
in solving the many problems that arise. 

Anyone having suggestions about changes in the Con- 
stitution and By-laws will please give them to Dr. Dye, 
Chairman of that Committee. 

On July 28, 1949, 65 per cent of our members had paid 
the American Medical Association’s assessment of $25. 
Our standing was 22 out of 53 societies. 


Dr. Dye moved that the report be accepted. 

This motion was duly seconded and was carried. 

Dr. Smith then presented the following state- 
ments demonstrating the financial standing of the 
Society and the status of the Woodbury account, 
with the reminder that the House of Delegates had 
appropriated money for the year 1949, without 
making any provision at all to pay the bills incurred, 
as a result of which the Society could either dip into 
the General Funds or make an assessment: 


$6,000 00 (approx.) 


Balance from general fund 
Balance, exhibition account 


Angus B. Woodbury 
New England Journal of Medicine (three 


. Herrell, expenses 
Dr. Grice, expenses 
Golf prizes... 
Woman’s Auxiliary, American Medical Asso- 


ciation 
Dr. Smith, delegate expenses 


SS 


Bupcet — | to Decemper 31, 1949 


Travel, secretary meeting 

Travel, American Medical Association meeting 
Clerical hire 

Contingency 
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Status or Ancus B. Woopsury Account 
Charges: 
$99.99 


201.98 
28.00 


ats 
Travel 
meals 


Telephone, printing, travel ... 
charge 

August 15, 1949: 

ne 


u t 

Telepho 

August 15 to September 1, i949: 
charge 


5, 1949 
from General Fund .... 
$3,399.93 


Balance due September 1, 1949 


President Bowler stated that “liabilities,” which 
were bills payable, included the accounts that his 
administration inherited, to the extent of $2,380.58, 
consisting largely of the balance of the Woodbury 
account, up to July. The Woodbury Account, 
from the beginning of the contract, as voted by the 
House in February or March, carried up to Septem- 
ber 1. From then on the Woodbury figures were 
included in the budget, under the first item, with 
$3420 for the rest of the year. 

To meet the payment in July, which was then 
overdue, $2000 had been borrowed from the Trustees 
in July and the balance owed to the Woodbury 
firm up through September 1 was the $1204.50 item 
on the liability side of the record. 

Dr. Dye asked if the Society were more than 

$2000 in the hole and without funds to meet the 
liabilities. 
_ Secretary Smith replied that the Society was about 
$780 in the hole for current bills. The cash on hand 
was all that it had. And there might be other 
bills that had not come in yet; the bills were still 
coming in. 

Dr. Crisp asked about the contingencies. 

The Secretary stated that since he had made up 
this budget he had found that much of the material 
included in the 1948 Transactions that was already 
being set up had not been published in the New 
England Journal of Medicine. He had also had two 
additional bills of about $200 within the past four 
or five days. Other bills would probably be coming 
in, so that the Executive Committee had thought 
it would be well to put in $500 for contingencies. 

It had been voted to recommend to the House of 
Delegates that Angus Woodbury continue the Edu- 
cational Campaign at its present pace, with an 
appropriation of $2750 for the last four months of 
1949. In view of the fact that the campaign was 
tied up in its present estimate with the Executive 
Secretaryship, Dr. Smith moved that the House of 
Delegates hire Hamilton Putnam as executive 
secretary, until December 31, 1949. 

Dr. Crisp stated that the Society was committed 
until December 31, and he thought it would be well 
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666. 6606.06 6066 66 e066 
11.00 
(including hotel and 
Service charge __.. ... 1,200.00 
15 to June 15, 1949 ...... 1,083.0 
‘ 
227.76 
540.00 
43.65 
540.00 
270.00 
—— $4,604. 43 
Payments: 
May 5 
May 2 
July 
t 1s suggested that the travel expenses of the officers 
be paid by the Society. _ 
It is hoped that a meeting of the county secretaries will 
Assets 
Cash on hand: 
584.45 
592.08 
$7,676.53 
LIABILITIES 
1,204. 50 
33 
Bridge & Byron, printing .................. 00 
01 
00 
52 
$2,380.58 
Combined public-relations counsel and Execu- 
500.00 
300.00 
1,800.00 
150.00 
150.00 
200.00 
500.00 
$7,020.00 
$9,400. 58 
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to find out how much it would cost next year to 
maintain Mr. Putnam’s services. 
President Bowler then spoke as follows: 

We will have a more economical setup in these four 
months, in combining these items, than we could have on 
a year’s basis. We are recommendin that, in the expecta- 
tion that in the course of those four months we may 
be able to work out a little more detail on this campaign 
situation, as to how much we will go into it. The budget 
submitted for a year on the combined basis is about $1 
a month, or, roughly speaking, about $15,000 a year. Now 
taking these last four months of that year, on a tria 
basis, perhaps, in which to decide and consider further 
where we want to go, there is no doubt that we can con- 
tinue it if we wish to do so; but, there are some of us w 
think there may be some economies that can be worked 
out meanwhile. 

There will have to be another meeting of the House of 
Delegates rather soon after the beginning of the year, at 
which time a budget will be submitted for the year 1950. 
is of limiting the commitment to Decem- 
ber 31, 194 


Secretary Smith pointed out that the sheet 
marked “Status of Angus B. Woodbury Account” 
demonstrated that the three months from March 
to June were costing the Society about $1000 a 
month; under the present estimate, the combined 
public-relations counsel and services of the Execu- 
tive Secretary would be obtained for a little over 
$850 a month, which was a considerable saving 
over what was being paid when the present officers 
took over, and, in addition, the work of the Execu- 
tive Secretary was being done. 

It had been suggested that the President and 
Secretary send out a letter, to be inserted in the 
next news letter of the Woodbury firm, explaining 
the situation, and also that a brief financial state- 
ment be enclosed, describing to the general members 
of the Society the financial status of the Society, 
so that every member of the Society would know 
what is going on, in detail. 

Dr. Smith’s motion that the House of Delegates 
hire Hamilton Putnam as executive secretary until 
December 31, 1949, was duly seconded by Dr. Dye 
and others and was carried, with one dissenting 
vote. 

Secretary Smith then moved the adoption of the 
vote of the Executive Committee that the House 
of Delegates continue the Angus Woodbury ad- 
ministration of the Educational Campaign at its 
present pace, with an appropriation of $2750 for 
the last four months of 1949 — a figure that should 
really be $3420, including the amount owed. 

Dr. Woodman seconded the motion. 

Dr. Walck asked if it was anticipated that the 
campaign would have to be continued at the present 
pace for very much longer. 

President Bowler replied that it was the opin- 
ion in the committee discussions that it would cer- 
tainly have to go on in the next couple of years. 
Personally, he believed that the problem would 
have to be faced for a long time. 

After some discussion Dr. Smith’s motion was 
carried unanimously. 
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Secretary Smith then moved that the House of 
Delegates approve the July allocation of $2000 
from the General Funds to the Treasury, to pay 
campaign expenditures. 

This motion was duly seconded by Dr. Dye and 
others and was unanimously carried. 

Secretary Smith moved that the balance of the 
Woodbury bill, up to September 1, 1949, of 
$1204.50, be paid mostly from the General Funds, 
by a transfer of $1000 from the General Funds to 
the Treasury. 

Dr. Johnston stated that the General Funds would 
very soon be depleted. 

Dr. Wilkins pointed out that the General Funds 
consisted of $1045 in cash and $5000 in Govern- 
ment bonds, held by the Trustees. The amount 
of $1000 available now could be transferred. He 
added that this amount in the General Funds, 
held and administered by the Trustees, belonged 
to the Society, whose members could do what 
they wished with it. The Trustees had no control 
over it except for supervision. é‘ 

Dr. Johnston asked if it would not be economi- 
cally sounder to borrow the amount from the General 
Funds, and then pay it out of the assessment. 

Dr. Wilkins replied that the General Funds 
had been accumulating when the Society was 
prosperous and when money was left over from the 
general administration of the Society. It was fre- 
quently put into the General Funds as a surplus, 
which had been quite large at times. During the 
past, there had been many arguments at various 
meetings of the House of Delegates about whether 
it should be touched or not. But, before he was a 
Trustee, he had always believed that it belonged 
to the Society and that the members could vote to 
do anything they wished with it. 

Secretary Smith’s motion was then duly seconded 
by Dr. Sycamore and carried unanimously. 

Secretary Smith then stated that with the $1000 
from the Board of Trustees, there would be about 
$2600 in the treasury, and bills could be paid to 
date, with a surplus of between $200 and $300. 
To take care of the budget of $7000 for the ensuing 
four months of 1949, the Executive Committee had 
recommended that an assessment of $15 per mem- 
ber be made, to finance the Society to January 1, 
1950. He moved the adoption of this recommenda- 
tion. 

This motion was duly seconded by several of the 
members. 

Dr. Walck asked if, with these figures in mind, 
the $40 dues would be sufficient for next year. 

The Secretary answered that the officers hoped 
that it would be sufficient and that there would be a 
balance left over to pay back to the General Funds. 

Dr. Johnston asked if this assessment would be 
assessed by the Society and payable to them, or 
if it would go through the local county societies. 
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Secretary Smith replied that, according to the 
Constitution and By-Laws, it would have to go 
through the country societies and each county would 
have to collect it. The Society could not assess 
each member; the assessments were made on the 
county societies, which, in turn, had to collect 
from their members. 

The motion on the $15 assessments was carried 
unanimously. 

Secretary Smith then reported that the replies to 
the ballot poll of members with reference to the 
next meeting place for 1950 were as follows: 


Time TorTats 
sys SEPTEMBER NO CHOICE 
3 173 
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Mount Washington Hotel .. 
— 6 
140 3 306 

Therefore, the 1950 meeting would be held at the 
Mount Washington Hotel, at Bretton Woods, on 
September 10, 11 and 12, 1950, and it would be a 
joint meeting with the New Hampshire Surgical 
Club. Dr. Bowler had suggested that the golf part 
of the program might take place on Sunday, and 
the golf dinner on Sunday night and that the House 
of Delegates meet on Sunday, starting at 2 p.m., 
so that some of the lengthy reports could be com- 
pleted before dinner, and perhaps the affairs of the 
House of Delegates could be concluded on Sunday 
evening, leaving the men free to attend the scientific 
papers on Monday and Tuesday. 

With further reference to the recommendations 
of the Executive Committee, he moved that the 
House of Delegates disapprove the payment of 
money to members for speaking, and to out-of- 
state participants in symposiums at the meetings. 

Dr. Dye asked if that referred to the actual charge 
for speaking and if expenses to out-of-town speak- 
ers would still be paid. 

Secretary Smith replied that members would 
not be paid for their time in speaking; it seemed 
fair that if a man were asked to travel some dis- 
tance to speak before a medical or lay group, his 
traveling expenses should be paid by the Educa- 
tional Campaign, but that they should not receive 
any fee for speaking. Out-of-town speakers who 
had been invited to attend the meetings had been 
paid their actual expenses. 

The motion was then duly seconded by Dr. Dube 
and others present and was carried unanimously. 

Secretary Smith then moved that the next annual 
meeting of the House of Delegates and the New 
Hampshire Medical Society be held at the Mount 
Washington Hotel, Bretton Woods, on September 
10-12, 1950, being a joint meeting with the New 
Hampshire Surgical Club. 

This motion was duly seconded and was carried. 

Dr. Johnston observed that a good deal of time 
was consumed in the reading of the officers’ re- 
ports, which were always published anyway. He 
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asked if they could be accepted as read and then 
put in the 7'ransactions. 

Secretary Smith stated that during the last few 
days he had received a copy of the Annual Report 
of the Vermont State Medical Society, which printed 
the reports of their officers and committees in ad- 
vance, copies of the reports being sent to every 
member of the Society. Dr. Metcalf had suggested 
a similar procedure in the last few years. For ex- 
ample, financial statements had been sent to Mr. 
Woodbury so that he received them at some time 
on Friday forenoon, and he had had them mime- 
ographed and they were at the hotel, waiting for 
Dr. Smith at noon. Similar mimeographed copies 
of the officers’ reports and reports of the various 
Committees could be in the hands of the delegates, 
perhaps, so that they would have read them, and 
they would not have to be re-read at the meetings 
of the House of Delegates; they could be discussed, 
however, and that would save a great deal of time. 

Dr. Sycamore pointed out that the system fol- 
lowed in the past two or three years had been a 
satisfactory one: the Committee on Officers’ Reports 
met beforehand and extracted the substance of the 
committee reports as well as any recommendations 
in the reports, and submitted the extracted re- 
ports with any recommendations to the House of 
Delegates. He would be opposed to merely print- 
ing them in the Transactions and passing them 
as read without a discussion of the substance of 
the reports at all. Two or three special meetings 
of the House of Delegates would probably be held 
in the interim, before the annual meeting, so that 
perhaps the work of the annual session of the House 
of Delegates would be somewhat lessened. An 
afternoon meeting and an evening meeting should 
enable the House to get through most of the work, 
and if there were anything left to do, it could be 
done outside the regular scientific session hours. 

Dr. Johnston moved that the committee reports 
be mimeographed and sent to the members of the 
House of Delegates, and that the Committee on 
Officers’ Reports still remain in existence, so that 
it could bring up any criticisms or points for con- 
sideration at the meetings. 

After some discussion Dr. Johnston’s motion was 
seconded and carried. 

President Bowler then spoke as follows: 


You are going to get very tired of listening to me, I’m 
afraid, but I did want to say something about the pharma- 
ceutical situation. It is rather a ticklish matter. I didn’t 
know until June, when this communication came to the 
House of Delegates, that there was quite a lot of pressure 
around the pharmaceutical organization, nationally, and 
they are pretty well organized. They have n to the 
American Medical Association, as you probably know, 
and the matter has been discu ere, and it is still in 
the process of discussion, on this question that is rather 
broadly put down as dispensing by the physicians. 

The point that I think I got out of it was that the coded 
prescriptions and prescription-owned or group-owned phar- 
macies did not allow the free choice of pharmacist. Then, 
it was put on a basis that we, as a group, are fighting for 
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a free choice of physician. Therefore, to be consistent in 
what way can we condone a —— method by which 
ere is not a free choice of pharmacist 

I wrote to Dr. Lull, because I couldn’t find anything 
and as long as I was on the spot, I thought that I had 
better find out where I was. He wrote me a letter, which 
was very specific in saying that this matter had been up 
before the American Medical Association and it was com- 
ing up again next year, and there would have to be some 
action on it. He said that it would not be concerned with 
a specific item, in their consideration, but it would be 
covered in their revised issue of the Code of Ethics, in 
which it would be stated that for a — to dispense 
by prescription in such a manner as to derive a profit from 

€ prescription would be unethical. He also stated that 
it was his personal opinion that the pharmacists were 
right and that we were wrong. 

You county secretaries, I suppose, get Dr. Lull’s bi- 
weekly letter, and you may have noticed that last week’s 
contained one page that was given over to this question. 

Dr. Smith and I went to the New Hampshire Pharma- 
ceutical meeting, which wasn’t difficult because it began 
the day after the New Hampshire Surgical meeting. It 
seemed to me that if we kept running away from the situa- 
tion, it would look as though there was something wrong 
or weak about our position. 


A month or two ago, we made overtures to the New 
Hampshire Pharmaceutical group about making some 
contribution to our campaign, as we have to other groups, 
in the hope of getting financial help on the basis that this 
fight wasn’t just ours, and that a lot of people were in 
the same boat with us and in the same battle with us, on 
the general principle of nationalization, and if this first 
one went over, it would be just the beginning. 

Well, we heard nothing about this overture to them, 
until I learned that it had been tabled in their executive 
council, because of their national organization’s heat about 
the dispensing situation. 

Then, I was asked if I would go on the program, and I 
said that I would. I had a chance, in the morning, to see 
one or two of their outstanding men in the national field, 
with whom I was considerably impressed. In discussin 
it as a trial run, so to speak, to find out whether I wou 
get thrown out of the place, I stated what I thought was 
the reaction of the average physician, and my own as well. 


I was on the program at the meeting to talk, gyre. 
about the public-relations program of the New Hampshire 
Medical Society. I didn’t waste much time on that one. 
I discussed their report, with which I was quite impres 
since somebody had sent me a copy of the July issue 
their magazine, which is quite a remarkable piece of litera- 
ture. The whole issue had to do with their reports. Their 
report on the British medical system was one of the best 
rts that I have seen. After discussing that for a few 
minutes, I ventured the remark about Vice-President 
Garner, who always wondered whether to speak about a 
subject with the bark on or with the bark off, and I thought 
we might as well handle it with the bark on. In the back- 
= , too, there was the fact that they had asked the 
ew Hampshire Medical Society to three or four yearly 
meetings, suggesting that a committee be appointed to 
deal with a committee of their own, relative to this matter, 
and nothing had happened. That, I could understand. 
At that time, perhaps it was a little less important than it 
is right now. 

So that sight in the beginning of this phase of the dis- 
cussion, I told them that we would appoint such a com- 
mittee, not a specific committee, but we would have a 
committee on allied poeenenss relations, as an agency 
with which they could deal. This committee would have 
certain things with which they would have to deal, and 
it might as well be recognized I stated to them, what a 

many doctors thought, and whether they were right 
or not was beside the point, for this is what they did think. 

We started in, and I established a couple of premises, 
that there are physicians who are so located that they must 
dispense, and that was another thing. 

_ If they granted those two premises, we could go on a 
little more rapidly to the thoughts of the average doctor 
about the drugstores. The first one was the opinion of 
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the average doctor that, in the evolution of the modern 
drugstore, the pharmacy had become a relatively minor 
interest. 

The second | no was that if any of this was arising 
from the standpoint of unfair competition, or just say 
“competition” and leave out the “unfair” part of it, they 
were in a very weak position, because so far as I knew, 
the drugstore competed with everybody, from one end of 
Main Street to the other, including the restaurants, the 
hardware stores, the jewelry stores and the book stores. 

The third point was this: When was the drugstore 
going to get out of the practice of medicine? I told them 
that I would concede that if a man walked in with a cough, 
and asked for a bottle of Father John’s medicine, the drug- 
gist would be a fool to make an argument about whether 
or not he should sell it to him. Furthermore, I was not 
talking about merchandising. But, on the other hand, 
if a man came into the drugstore with a cough and made 
inquiries about what he could give him for that cough, 
that was the practice of medicine. And I asked them 
when they were going to change that. 

e fourth point was: When was the average drugstore 
going to lift the level of their local advertising to the point 
of biochemical houses over the past few years, for that 
has been very high-grade advertising and good business? 
I said that what I meant was, When is the average e- 
store, in a small town or elsewhere, going to stop publish- 
ing in the local weekly paper the boiler-plate advertise- 
a of a couple of quack medicines, with their names 
on it 

The fifth point is apropos of the coded prescriptions. 
I conceded that a cod rescription is c traffic. 
But I said that I happened to have made inquiries re- 
cently, of the different doctors, and one man had told me 
that a druggist in his town had a him with a 
proposition that he could save him a lot of time if he would 
give him a list of eight or ten common prescriptions, and 
that he would stock them and use just a code number. 
So I said that they could figure that one out for themselves: 

prescriptions, in their own trade. 

The meeting was interesting; at least, I didn’t get thrown 
out. I think it was worth while. It is going to be con- 
tinued, and we might as well work into the thing, because 
the American Medical Association is certainly going to 

t into it, and, as you and | know, all over the United 

tates, this goes on in different ways. 

However, from a technical procedure at the moment, we 
are rather weak. I think that as a group, if we continue 
on the basis of these coded prescriptions, with an or- 
ganization running a pharmacy, that is laying ourselves 
open to a lot of complaints. : 

Incidentally, to say something on the other side, I think 
it is likely that in the typical situation, we can get a 
deal of help and co-operation, and I mean that in a sense 
of the general medical-care problem. I believe that, if 
we go a little way with them, we can get somewhere. For, 
outside one or two men that I met there, I must confess 
that in this group there wasn’t anybody who was carryin 
the thing around as a chip on his shoulder. In fact, 
thought that they were looking for the solution of what 
they think is their problem. But I am not sure that it 
isn’t the means of meeting a problem that is really much 
larger than what they are talking about. 

ncidentally, the American Pharmaceutical Association 
is starting its own campaign this fall, for which it has ap- 
propriated a sum in the neighborhood of $800,000, which 
is a lot of money. 


Dr. Dye asked if the druggists had passed any 
resolution, or if they seemed willing to work with 
the doctors in fighting socialized medical schemes. 

President Bowler replied that their organiza- 
tion had done that already, from the American 
Pharmaceutical Association right on down the line; 
they had committed themselves beyond any ques- 
tion of a doubt, and that was an interesting ob- 
servation because the English pharmacists were 
one of the groups supporting nationalization. 
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Speaker Lewin asked if the President would ap- 
point the Committee to co-operate with the New 
Hampshire Pharmaceutical Association. 

President Bowler said that he would. 

Secretary Smith stated that after Dr. Bowler had 
spoken, two of the subsequent speakers men- 
tioned several of the matters that Dr. Bowler had 
referred to in his talk — particularly, the type of 
advertising of the patent medicines that went on. 
In fact, one of the speakers had spoken about the 
sign that one man put in his window: “We are 
tobacco men; not medicine men.” Another speaker 
chided some of the pharmacists for charging ex- 
orbitantly for their prescriptions. In the evening, 
after the banquet, there was a gathering in the 
President’s quarters, where the spirit of a number 
of the pharmacists seemed to be one of co-opera- 
tion. The only thing that appeared to be bother- 
ing the majority was that the doctors were dis- 
pensing too much; they wanted the doctors to 
prescribe for everything. One man took exception 
to Dr. Bowler’s remarks; as far as emergency 
prescriptions were concerned, he said the telephone 
number of the druggist could be given, which was 
done in one of the towns, where not one of the 
doctors dispenses. 

President Bowler then introduced Mr. Wood- 


bury. 
Mr. Woodbury called on Mr. Hamilton Putnam, 
who spoke as follows: 


You all realize that we have been quite successful, up 
to this point, in getting the legislation regarding soci 
ized medicine held off for this part of the Eighty-First 
Congress. We have been in touch with the American 
Medical Association office in Chicago from time to time, 
and we have learned that a great many states now have 
somewhat organized campaigns socialized medicine. 

ere in New Hampshire, you have pretty much started 
the ball rolling, as far as New England is concerned; 
I know that you are all aware of that. We have been 
carrying this thing on, now, for six months. We have 
more than 6000 individual letters or communications from 
New Hampshire people written to members of our Con- 

ressional delegation in Washington, as well as to the 
President. You may be interested to know that the other 
day I got a letter from Oscar Ewing; you all know who he 
is. At the time of your annual meeting in Newcastle, we 
sent him the original paper that you people drew up on a 
resolution against compulsory health insurance. Mr. 
Ewing didn’t reply for some time. But, a few days ago, 
I got a letter from him and he said that he realized that 

e medical societies obviously were against socialized 
medicine; therefore, he preferred to make no further 
comment at this time, but as the campaign progressed, 
he hoped we would keep him informed. Well, that cer- 
tainly wasn’t much of a reply, but we are onres on the 
campaign, and | think that we will be successful in being 
able to form an effective barrier against this matter, when 
it becomes active again in January, for the 1950 campaign, 
since President Truman stated particularly, on Labor Day, 
that the issue of socialized medicine is going to be one 
of the primary points of the 1950 campaign. i think that 
you people are well aware of that situation; we certainly 
are. there are any questions, I shall do my best to 
answer them. 


Dr. Walck asked whether it was necessary to keep 
the campaign going at the same pace for very much 
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President Bowler stated that, without any dis- 
paragement to Mr. Putnam, the question was in 
the province of the Executive Committee. 

Dr. Feiner asked what was getting the most 
results in this campaign. 

Mr. Putnam replied as follows: 


During the first months of the campaign, we had, of 
necessity, the problem of organization, which has been 
——— We are now carrying on the Pprsram of using 
the literature in the doctors’ offices, and in the dentists 
offices, too. Perhaps in front of the Eagle Hotel, you 
may have seen, in Mr. Davis’s office, the large tor 
picture; we are using that in many of the insurance office 
displays, to interest people who might not formally go 
on a speaking program or anything of that description. 

We have found that it is necessary to spread ourselves 
in that direction, to include all the people who might be 
interested in this particular problem of the national health 


issue. 

This fall, we plan to take this program into the schools 
and colleges, to the point of having literature available 
for those who might want to use the material in discussion 

riods. We find that more people, every day, are becom- 
ing interested in this whole issue, and of course, we are 
also changing our emphasis now to include these programs 
of Blue Cross and the voluntary health programs that 
are offering something. We go to a speaking engage- 
ment and tell them w y they should not have socialized 
medicine; we need to tell them, also, the point just beyond 
that, so that this is a broader educational program. 


President Bowler added that there was always a 
certain amount of doubt about the tactfulness or 
the standing of professional organizations that 
went into campaigns and into executive secretary- 
ships and so forth, and he thought that, at the 
beginning, doctors would have to understand that 
there was a professional line in these pictures that 
it was only the job of the Society to protect. So 
that so far as that was represented by the House 
of Delegates and among the officers by the Execu- 
tive Committee, any difficulties would be up to 
the Society and not up to the conductor of the 
canpaign. It was up to Mr. Woodbury and Mr. 
Putnam to execute the program. 

Dr. Brown stated that Dr. Walck’s question was 
sure to come up at local society meetings, and the 
delegates should have an idea of what to say. 

President Bowler answered that the officers who 
were going around to the various local society 
meetings could take care of the situation. Further- 
more, at a meeting of county secretaries, later on 
the same day the matter would be explained. The 
House of Delegates was a fairly reasonably repre- 
sentative form of government, and the delegates 
were all present. 

Dr. Crisp remarked that the group he repre- 
sented would ask on what level the Educational 
Campaign was going to be pursued — on the basis 
of socialized medicine or an intensive campaign for 
the selling of prepayment health insurance. 

Mr. Putnam pointed out that it was probably a 
question for the Executive Committee to decide 
about which course should be pursued. However, 
the basic question remained: that the ordinary man 
in the street had to know the difference between 
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socialized medicine and voluntary health care, 
before he could decide for himself and for those 
with whom he might be associated whether he pre- 

Government controls or voluntary programs. 
He observed further that the campaign was not 
for the purpose of selling any type of insurance 
but to point out that the voluntary health programs 
now in existence provide the answer to compulsory 
health insurance. 

Dr. Crisp stated that voluntary health plans 
were the simplest and the most effective programs 
and that it was better for a man in a stable society, 
where stable currency is maintained, to save his 
own money and pay his own bills. In all of the 
educational campaigns, that fact was not mentioned. 
Dr. Crisp and his constituents did not want the 
Society to be in control of the insurance business; 
they could easily see where this could go into a 
monopolistic tendency. 

President Bowler then spoke as follows: 


I think that there is a good deal of misunderstanding 
about the philosophy concerned. Basically, under this whole 
matter, is the economic problem of the average person 
in meeting the cost of medical care. Some years ago, that 
went into the application of the insurance principle. 
Insurance, as a basic thing in American life, is so big that 
it is phenomenal at the present time, in all forms, and I 
would have difficulty in agreeing that it, in itself, is a 
trend toward socialization, as I think of the word and of 
what it means and what it results in. 

I have talked with quite a few lay people who, I think, 
are fairly intelligent and fairly reasonable ple, and it 
seems that this is the only field in which there has been 
no provision for the average family to insure itself against 
a risk, which is large, sometimes catastrophic. The alterna- 
tive to meet that need is, first, compulsory insurance as 
a national program. That is the basis of all the movements 
of compulsory health insurance, on the part of the people 
who say that it is the only method in which it can be pro- 
vided. 


Now, I don’t quite have the confidence that the answer 
is a program aimed at educating the people to save their 
money to be able to pay their medical bills. 


In the first place, it is one of the first operations of charity | 


and of the doctor in the charity hospital. The charit 
hospitals certainly are meeting their problems. I don’t 
think that merely to say that people should save their 
money to meet these contingencies is being realistic. 

Therefore, to go into the next step, if we oppose com- 

ulsory heaith insurance, as we do, because it inevitably 
sa to nationalization, then we have got to make some 
offer. 

Now, I, too, at the beginning, questioned very seriously 
what the economic stability actually was in the program 
of Blue Shield; but, on the other hand, there was no al- 
ternative at the time. Now, I don’t think that many 
doctors really believe the medical profession should con- 
tinue in the insurance business, and, if I understand it 
right, that is the basic reason why the American Medical 
Association refused to approve the nation-wide Blue Cross 
and Blue Shield, and Blue Shield particularly, because 
of the fear that it would lead to a permanent insurance 
business in the medical societies. 

However, and until another form of voluntary insurance 
can be worked out, I honestly have difficulty in seeing 
that we can retract from offering something in the field, 
because nobody else has. If we do retract it, we are back 
where we were about ten years ago, with a purely negative 

sition. As much as I concede all the difficulties of Blue 

hield, I can see no alternative at this point. 

After all, the situation is now down to compulsory 
versus voluntary. Merely to say to somebody: “You don’t 
need insurance; save your mo and then you will have 


it,”” — I do not think that is realistic. 
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For I think that a person who runs into a catastrophe 
in medical illness is, to a very great degree, an object of 
pity and charity and condolence, because he had no oppor 
tunity to insure himself. But, if his house burned down 
and he was not insured, that’s too bad, it is said, and 
it’s his own fault, because he had the means and the 
methods of protecting himself. If he dies and leaves not 
a nickel, even for the funeral, in the majority of cases 
it was poor management on his part. 

I think, then, that if you agree with that aaa | 
to say that there should not be insurance, for a man should 
save in order to do these things, that just isn’t done, and 
it isn’t done increasingly. 


Dr. Crisp stated that his group was not opposed 
to voluntary health insurance but to being in the 
insurance business. This point of view should be 
thought of. One reason that a survey of the finan- 
cial sheets of the various hospitals throughout the 
State had been taken was that many of them were 
having difficulty. If hospital costs were analyzed 
it would be seen that some of the money went 
to the hospital and some to the physician. By 
virtue of the contract, particularly in a hospital, 
most physicians were not in danger of starving to 
death. But the hospital had some difficulty in 
collecting the increased amounts. If voluntary 
health insurance was to survive, it should be modi- 
fied, and it should stand on its own feet, for it would 
make better relations. 

President Bowler replied that one of the problems 
in the Blue Cross situation had been the inability 
to pay the whole bill. Ninety per cent was being 
paid at present. For any hospital and, in fact, for 
doctors with a reasonable percentage of free work, 
it did not seem realistic to say that they were 
taking less. The Hitchcock Hospital, last year, 
had claimed that the Blue Cross cost them a con- 
siderable amount of money. That was a matter 
of accounting analysis. What they ought to study 
was what they collected on the whole volume, 
as compared with what they would have collected, 
without Blue Cross, to be fair, and the doctors 
should do the same thing. 

Dr. Sycamore reported on Blue Shield, as follows: 


The situation has improved materially, and we are in 
the black, so that we will be able, this month, to pay 
the full percentage of benefits and allowances. If the trend 
continues as at present, we should be able to repay, shortly, 
the deductions that have been made in the previous months. 

e other question that I have to discuss with you is 
the directive of the last meeting of the House of Dele- 
gates, in June, to the Board of Governors of Blue Shield, 
to study a service contract for low-income patients, and 
report back to the next special meeting of the House. 

As you know, most of the medical service plans in the 
country operate a service contract for the low-income 
groups, with a specific income limit. When we set up our 
plan, we discussed that matter at length and decided 
that we could simplify matters and accomplish the same 
purpose by not setting any specific income limits, and 
not making any specific contract with the doctors for 
service under any limit, but making it a general agree- 
ment among the membership that, in the low-income 

ups, the doctors would accept as fees the benefits al- 
Reet under the Blue Shield schedule. 

At first, that worked out 
bers have come in, in considerable numbers after the war, 
the understanding on which that was based has not been 
generally spread around as much as it should have been, 


uite well. Then, as new mem- 


= 
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and there has been a gradual slipping on the part of some 
members of the Society in holding to that agreement. 

The discussion in the House of Delegates in June con- 
cerned the Cheshire County proposals: that, in the first 
place, we would be merely formalizing the agreement 
under which we have been operating by making a definite 
service contract, and we would be protecting the sub- 
scriber, and also that it would be a matter of good public 
relations to be able to specify that in the service contract. 

With that as a background, the Trustees have discussed 
this proposal, and we propose that we issue a service con- 
tract under the surgical service. Obviously, this is impos- 
sible under the medical service. In other words, to give 
a service contract at this time, under the surgical service, 
we shall issue a service contract under which any subscriber 
whose income was below the specified limits, would re- 
ceive service without additional charge, the doctor accept- 
ing the benefit paid by the plan as his fee for the particular 
service. 

The question of income limits varies considerably over 
the country, and of course, it is related in some degree to 
the fee schedule. We have studied those, to a certain 
degree, and have decided that for our plan it would be 
wise to recommend that the limits be the same as those 
in Massachusetts, and that would allow for a reciprocal 
arrangement between the Massachusetts Society and 
our Society covering the patients who are tangled one 
or the other on the borderline. Their limits are $2 for 
the individual and $2500 for two and $3000 for a family. 
And that, as I say, is only formalizing the agreement under 
which, ensutedly, we have been ont and since the 
inception of the program that was approved by the Society. 

That is a free statement of the situation. I expect there 
will be a number of questions relating to that. 


Dr. Johnston asked if anything were done about 
the insurance for catastrophic illnesses. 

Dr. Sycamore stated that this complicated prob- 
lem was being studied, in the hope that eventually 
something could be worked out. 

President Bowler asked what the origin of the 
classification of income was and who determines 
whether it was a service contract. 

Mr. Spaulding replied ‘as follows: 


That is done in various ways. In some plans, they ask 
the subscriber to test his income, and to see if his income 
is going to change before he requires medical care. Most 
plans, i think, let nature take its course, and if any sub- 
scriber believes that he has been overcharged, he has the 
right to appeal to the professional committee of the Service, 
which, in turn, takes it up with the doctor. 

When it is finally established, certain rules and regula- 
tions will have to be written up, to determine some of the 
details that will have to be decided. 

In our informal planning on the matter, we haven’t 
done anything about contract changes. It was our opinion 
that the only thing we could do here is to go ahead as we 
are, and probably 99 per cent of the cases will be handled 
exactly as they are now; but, if a subscriber thinks that 
his income is low and he is overcharged, it is up to him to 
prove his income. 


Dr. Sycamore stated that in New Hampshire 
the greater part of the doctors had a fairly good 
idea of what the income levels of their patients 
were, and the number of cases in doubt would be 
relatively small. Either the doctor or the patient 
would have the right to ask for proof of the income 
limits, if there was a question. 

Dr. Dye asked whether or not the policyholders 
were to be informed that they would have this 
service policy, if they had incomes of a certain 
evel 
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Mr. Spaulding answered that they would have 
to be informed before the Society derived any 
educational benefits from the plan. 

Secretary Smith observed that, in Massachusetts, 
each person who had a Blue Shield insurance policy, 
each time he applies for help on his bill, stated 
over his signature at the time the bill goes in that 
his income or the income of his family was either 
above or below a certain figure, and above that 
figure he was supposed to be able to pay the balance 
of the doctor’s bill, and below it the fee schedule 
was supposed to pay the entire bill. | 

Mr. Herman Davis then spoke as follows: 


In early 1941, believing in voluntary health insurance 
and accident insurance, and especially for professional 
men, I saw fit to present a plan of group insurance to the 
medical society. At that time, Dr. Ezra Jones and Dr. 
Metcalf were your State officers. We presented the plan 
and had a verbal approval to go ahead with it. We solicited 
once, and twice, and today we have about 300 of your 
physicians insured in the plan. 

e policy was first written, as many of you know, on 
the basis that if so many joined, it was issued without 
any examination or any individual consideration or any 
underwriting on the part of the company, regardless of 
past or present medical conditions, provided the phy- 
sician was active and under seventy years of age. We 
another campaign a few years later, like that, and all 
the time we never troubled the medical societies. 

Mag we are in a position to broaden our oer just 
a little bit to the physicians who are in pretty good health 
and under sixty. We will now offer the present policy- 
holders, or new ones we can interest, $70 a week addi- 
tional indemnity while they are in the hospital. Our in- 
surance ery! believes that with conditions as the 
are today, the payeet, in most cases, pay for their 
services while they are hospitalized, and perhaps they 
would like to be indemnified; so that on top of the $50 a 
week, we provide $70 a week more for being 1n the hospital. 

e company is also willing, starting in very slowly, 
to insure your office assistants, limited to per wee 
but with a daily hospital benefit and a very fine surgical 
schedule. 

Now, our claim service that we perform in this grou 
for the New Hampshire Medical Society, insuring 3 
doctors, necessarily has to be somewhat different from 
the average claim service. That is true, also, of our sell- 
ing. We don’t want to bother the physician at his office 
to sell the insurance or handle his claim. Since February, 
1941, the policy has been in force, and I want to report 
to you now, out loud, what we collected and what we have 
paid out, and then to ask for this shot in the arm. 

We believe that our claim service and our activities 
have always been satisfactory to each medical society. 

have heard nothing to the contrary. But, our claims 
are alarming. Some of the conditions that have caused 
that are no one’s fault at all. Your policy was written 
without examination, and we have had to take care 
many prominent physicians, some to the full limits. 

The premiums received were $115,000. The claims paid 
out were $96, at leaves a loss ratio of 84 per cent, 
and out of that the insurance company has had to pay 
the administration costs and their agents’ com missions 
state and federal taxes, so that it doesn’t leave a great deal 
of money. Not knowing exactly what their expenses are, 
I would say it had lost money in the eight and a half years 
that the plan has been in force. We are not going to do 
anything about that. Here are a couple of suggestions. 

i understand that probably you may have an executive 
secretary. If so, that would work out fine. We should 
like to ask the House of Delegates to authorize the Execu- 
tive Secretary to co-operate with us in providing circulars 
to be passed out to the younger men, the new physicians 
coming in, and perhaps to assist a little bit, if we should 
have another drive to add new members. And, if there 
is not an executive secretary in the near future, may we 


have permission from this group to have the various 
county secretaries either pass out our material, when 
new physicians come into the county, or to provide us 
their names as early as possible, so that we can deliver the 
material to them? We should like to take in as many new 
men as we can, and it is very expensive for us to travel 
the State and solicit them. 


Dr. Dube stated that Mr. Davis could get the 
list by applying to the Secretary three, six or twelve 
times a year, and then he could solicit them by mail, 
with a three-cent stamp. 

Dr. Walck remarked that he had received a request 
from Mr. Davis practically every year, for the new 
members and that the information had been supplied. 

President Bowler stated that one could raise the 
question that if this were group insurance, the 
premium was presumably where it was for that 
reason. 

Secretary Smith then spoke as follows: 

It is now the last of September, and the Transactions 
of June, 1948, are being set up in type and are not printed 
yet. I cannot see where the report of the Transactions 
is going to be too valuable, except to be of historic interest, 
if it is received by the members as late as this. Also, 
some of the papers hove been forgotten. 

It seems to me that we will not only save some paper 
but we will save some expense in limiting the printing of 
the Transactions to the real Transactions of the Society, 
the business of the House of Delegates and the business 
of the New Hampshire Medical iety, and omit the 
scientific papers. is will mean, I think, that we will 

able to get the Transactions in the hands of the members 
within two or three months, or perhaps four at the latest, 
of our annual meeting, and that will save us probably $900 

a year. The present price of the Transactions is $3.00 a 


e 1948 Transactions, as I said before, are so far along 
that we cannot help going ahead with that commitment. 
But, I think that when it comes to the 1949 Transactions, 
which are now being ty in the New England Journal 
of Medicine, we could do away with the scientific | mr 
and have the mere Transactions of the Society. | 
sO move. 


This motion was duly seconded. 

Dr. Wilkins stated that if the Transactions were 
limited to the discussions, some important his- 
torical material, as well as the deaths and the list 
of members of the Society, which were frequently 
referred to, and their locations and so forth, would 
be omitted. 

Secretary Smith answered that the Transactions 
would include the reports of officers and committees 
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and the business of the House of Delegates, obitu- 
aries and the list of members, but would leave out 
the reports of symposiums and the scientific papers. 

The motion was then carried unanimously. 

Secretary Smith referred to the suggestion that 
the traveling expenses of the officers be paid by 
the Society. With the increasing work of the officers, 
the traveling expenses should be taken care of. 

Dr. Dye moved that the traveling expenses of the 
officers of the Society be taken care of. 

This motion was duly seconded by Dr. Leonard 
and was carried unanimously. 

Dr. Dye then moved that the officers and the 
Executive Committee be empowered to select the 
place for the 1951 meeting. 

This motion was duly seconded and was carried. 

Dr. Dye then amended Dr. Smith’s motion re- 
garding the annual meeting to be held at the Mount 
Washington Hotel on September 10-12, 1950, to 
state that that meeting was to be in conjunction 
with the New Hampshire Surgical Club, and that 
all details concerning the actual dates and other 
matters of this meeting be left to the officers and 
the Executive Committees of the two societies. 

This motion was duly seconded and was carried. 

Dr. Sycamore moved that the House approve 
the proposal of the Board of Directors of the Blue 
Shield for a service contract under the surgical 
service, with income limits of $2000 for the in- 
dividual and $2500 for man and wife, and $3000 
for the family. (It would be necessary, of course, 
for that to be approved, also, by the Vermont 
State Medical Society.) 

After some discussion Dr. Sycamore withdrew 
his motion. 

President Bowler moved that this matter be re- 
ferred to the Executive Committee in October, and 
that it be further reported to the House of Delegates 
at its next meeting. 

This motion was duly seconded by Dr. Sycamore 
and was carried. 

Whereupon, the Special Meeting of the House of 
Delegates was adjourned at 4:45 p.m., on Septem- 
ber 18, 1949. 
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CASE 36041 


PRESENTATION OF CASE 


A thirty-four-year-old man, an office clerk, was 
admitted to the hospital because of exertional 
dyspnea. 

Twenty-one years before admission he was told 
that he had a spinal deformity that necessitated 
the wearing of a brace. Twenty years before entry 
he first noted moderately severe dyspnea on climb- 
ing stairs or exercising. There was no history of 
orthopnea, cyanosis or peripheral edema. He had 
noted that the neck veins occasionally appeared 
dilated. Nineteen years before admission he was 
told that he had dextrocardia and also that he had 
only one lung. Nine years before entry he was told 
that he had “bullous emphysema” of the left lower 
lung. Because of the x-ray findings he was admitted 
to this hospital. 

The family and past histories were noncon- 
tributory. 

Physical examination revealed a thin man, with 
labored respirations. The anteroposterior diameter 
of the chest was increased. There were hyper- 
resonance, absent breath sounds and fremitus below 
the sixth left rib posteriorly. There were severe 
dorsal kyphosis and slight scoliosis (left thoracic 
and right lumbar). There was moderate clubbing 
of the toes and fingers. 

The temperature, pulse and respirations were 
normal. The blood pressure was 115 systolic, 80 
diastolic. 

The hemoglobin was 12.3 gm., and the white-cell 
count was 8400. The urine was normal. The vital 
capacity was 31 per cent (1.4 liters). 

A chest x-ray film revealed marked bullous em- 
physema of the left lung, with partial herniation 
of the lung through the anterior mediastinum into 
the right chest (Fig. 1). The heart and mediastinum 
showed considerable displacement to the right. 
The right-lung field was grossly clear although there 
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may have been a few small blebs present at the right 
base. There was no evidence of any transposition 
of the heart. 


On the fifth hospital day an operation was per- 
formed. 


DIFFERENTIAL D1acGnosis 


Dr. THeopore Bapcer*: There is no mention 
of the right chest on physical examination. I sup- 


Figure 1. Film of the Chest. 


Arrow points to the margin of the herniated portion of the left 
lung in the right chest. 


pose it means that the right chest was normal. 

Dr. Ricnarp H. Sweet: I think one could call 
it “essentially” negative. Being a surgeon, I would 
Say it was negative. 

Dr. Bapcer: Surgically negative. The x-ray films 
were sent to me before I came, and I think it would 
be interesting for the rest of us to see them. Will 
you show the films now, Dr. McCort? 

Dr. James J. McCort: The marked emphysema 
of the left lung is striking and only a few thin 
fibrous septa or vascular markings are seen in the 
overdistended left upper lobe. It was assumed that 
this appearance was due to the presence of large 
bullae. Herniation of the left lung into the right 
side of the chest is present (Fig. 1). The mediastinal 
structures are displaced to the right side, resulting 


*Clinical associate in medicine, Harvard Medical School; consultant 
in diseases of the chest, Veterans Administration, Boston. 
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in some compression of the right lung. In the right 
upper lobe, there are a few strands of increased 
density. 

Dr. Bapcer: This patient was operated upon, 
and the problem today is to speculate regarding 
the character and origin of the lesions. We shall 
find undoubtedly cystic disease of the lung and do 
not need seriously to entertain the idea of thoracic 
stomach or gastric cyst that goes through the dia- 
phragm and dissects behind the pleura of the in- 
volved lung. There was no gastrointestinal history 
throughout the story, and therefore these things are 
essentially out. 

The question that comes up is whether there was 
herniation of the lung, absence of the left lung or 
compression of the left lung in the presence of the 
extreme emphysema that this man showed. The 
pulmonary symptoms date back twenty years, and 
it is difficult from the history to be sure that we 
are not dealing with a congenital deformity of the 
spine discovered a year before he had symptoms. 
Therefore, one is inclined to believe that the spinal 
problem was an acquired one, perhaps due to 
tuberculous infection, infantile paralysis or some 
other condition we do not know about. On the 
other hand, we have no specific information con- 
cerning whether or not this was a congenital affair. 
The other question that needs to be discussed is 
whether this was emphysema with recurrent spon- 
taneous pneumothorax or purely cystic disease 
of the lung. I think we have to consider congenital 
cystic disease of the lung seriously, although cystic 
disease of the lung on a congenital basis is diag- 
nosed more often than it exists. Many noncystic 
diseases are called congenital that really are not. 
The relation of his spine to the cystic disease is 
also of interest. We know that deformities of the 
spine will produce pulmonary changes. Kountz! 
has discussed the development of kyphosis in old 
age and pulmonary changes associated with it on 
the basis of arteriosclerotic changes and compression 
of the spine from nutritional and circulatory de- 
ficiency. Chapman? discussed this problem of ex- 
treme kyphosis and scoliosis of the spine, asso- 
ciated with pulmonary emphysema, cor pulmonale 
and cardiac diseases. They may well have had a 
part to play, but it is very difficult to be certain 
and I mention this association as one of the factors. 
The scoliosis was obviously not great. The spine 
was quite straight. There was considerable kyphosis 
and increased anteroposterior diameter. Whether 
this was due to congenital changes in the lung or 
to acquired changes I think is extremely difficult 
to say. I do not know. The number of causes 
of very early cystic disease of the lung are not many. 
There is an account of cystic disease of the lung in 
the newborn by Norris and Tyson,’ who describe it 
in a six-month stillborn infant in which the entire 
right lung was filled with small cysts 1 mm. to 1 cm. 
in diameter. The left lung was atelectatic and did 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Jan. 26, 1950 


not nd. describe another case in 
which the left lung, the heart and the mediastinal 
contents and the great vessels had been pushed over 
into the right thoracic cage and the entire left 
upper lung was displaced by large lobular cysts that 
occupied the entire thoracic space, with atelectasis 
of the rest of the lung. This was a child born at full 
term who died four and a half hours after delivery. 
I should think, remarking on the x-ray films in today’s 
case, that it would be interesting to have the com- 
ment of the X-Ray Department on the appearance 
of an enormous clear area in the upper two thirds 
of the thorax. Down here we find a strand-like ap- 
pearance that gives one the impression that there 
are considerable emphysema and many bullae of 
various sizes. 

Dr. McCort: We had the same impression. 
Careful attention was paid to the trachea and major 
bronchi, but no obstruction, either partial or com- 
plete, could be demonstrated. 

Dr. Bapcer: There is no suggestion of obstruc- 
tion in the bronchial tree in the lateral view. I 
wonder if some curious accident, perhaps one that 
remained from infancy, could explain it, or some 
other obscure basis. There is no reason for explain- 
ing it all by recurrent spontaneous pneumothorax. 
Dr. John Strieder, at the Boston City Hospital, 
has found multiple small cysts of the lung in pa- 
tients forty to fifty years of age, — one in a young 
woman, — which apparently fell into the purely con- 
genital group; this girl had her eighth spontaneous 
pneumothorax and had a history that the grand- 
mother had had recurrent spontaneous pneumo- 
thorax occurring, usually, following pregnancy. 
Where these cysts come from is not well known. 
Brock‘ had an interesting survey resulting from 50 
operated cases similar to these. His opinion was 
that these cysts not only arose from congenital de- 
formities but also that they might occur from 
tumors of the pleura and adhesions of the chest wall 
or might even be due to intrinsic weakness in the 
pleura itself. He believed, however, that they also 
are often due to subpleural leakage from mal- 
development of the alveoli or even of the small 
bronchioles and a gradual accumulation of air space 
increasing in size over a long period. He also 
thought that many came from the large bronchi, 
perhaps once again a congenital weakness in the wall 
of the bronchus. These cysts are lined by epithelium 
of a variety of sorts, sometimes squamous or more 
often cuboidal or columnar, similar to bronchial 
epithelium. Therefore, the character of the lining 
may bear some relation to the origin of the cysts. 
Emphysematous cysts of this sort, usually con- 
genital cysts, are associated with some other type 
of congenital abnormality. It may be a transposi- 
tion of the viscera or a deformity of the spine. 
When we find cystic disease in one lung with forma- 
tion of an enormous bulla such as this, one looks 
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for cystic disease in other parts of the lung. We 
do see it here in the right lung as well. 

This man had a widespread pathologic process. 
He was operated on, and Dr. Sweet very soon will 
tell us what was found at operation. I take it from 
the history that infection, as is very common, 
played little or no part in the process. I think 
probably the appearance of distention of the neck 
veins was indicative of increased thoracic pressure, 
with some spontaneous pneumothorax, rupture 
of another bleb or reaccumulation of pressure in 
addition to a basic congenital cystic disease. I 
think it would be interesting to discuss briefly a 
case that is somewhat similar on which Dr. Strieder 
operated about four years ago. This patient had 
complete collapse of the left lung, caused by an 
enormous cyst in the right lung, which was removed. 
After operation the collapsed lung re-expanded to 
fill the entire thoracic cage. It is hard to tell what 
the end result will be here. Dr. Mallory has often 
spoken about the development of cysts as pro- 
jections from the bronchial wall of aberrant lung 
tissue that failed to develop normally into alveoli 
for which it was intended, and these aberrant 
alveoli may become cystic and remain in connec- 
tion with the bronchus but it may be impossible to 
find the bronchial opening within the cyst. Spon- 
taneous disappearance of cysts sometimes occurs. 

Dr. Sweet: Dr. Badger has given a valuable dis- 
sertation about emphysematous blebs in the lung, 
and I must say I had high hopes that I would be able 
to accomplish with this man what Dr. Strieder was 
able to accomplish with his case. I made the error of 
diagnosis in common with the Department of Roent- 
genology of believing that these were emphysema- 
tous blebs in the lung. When we opened this man’s 
chest, on the other hand, it was apparent immedi- 
ately that we were dealing with something very 
peculiar. This perfectly enormous lung, which filled 
the entire left chest, was only the upper lobe, which 
had bulged upward and downward, pushing the dia- 
phragm down and extending into the other side of 
the chest. The upper lobe felt like a sponge. When 
it was accidentally incised with a pair of scissors, 
there was escape of some air. The air did not 
escape immediately as would occur with a large 
bleb but went down gradually. As soon as the 
anesthetist increased the pressure, the first thing 
that expanded was the diseased lung so that the 
mechanics of the chest in this situation were essen- 
tially the same as if we had been dealing with large 
blebs. The air as it enters the tracheobronchial 
tree in these cases, goes into the abnormal lung 
first and after a period expands into the normal or 
relatively normal lung. The progression of symp- 
toms in this case was apparently on the same basis 
as in the cases in which there are emphysematous 
blebs. But we could tell at the operating table 
that we were not dealing with giant bullous emphy- 
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sema. These striations that can be seen across the 
lung in the x-ray film, I think, were due to blood 
vessels because as we looked at this pink, over- 
expanded lung, we could see these strings trav- 
erse the periphery of the lung. I thought they were 
not pulmonary but bronchial vessels. Another 
interesting point was that at the operating table 
the pulmonary artery and vein were relatively 
small, in spite of the fact that we were dealing with 
an enormous lung, but the bronchial vessels were 
tremendously dilated. The bronchial arteries near 
the main bronchus were perhaps four times the 
normal diameter that one would expect. The lower 
lobe was totally atelectatic and occupied a very 
small volume — I should say it was not more than 
10 cm. in length. It did not inflate when we ex- 
panded the lung. After I removed the lung — and, 
incidentally, a pneumonectomy was the only way 
I could handle the situation — I put a bulb syringe 
into the lower-lobe bronchus, and with a little pres- 
sure the air produced expansion. Some small 
emphysematous blebs also appeared in that lobe, 
meaning that it too was probably diseased. The 
other lung was expanded to fill the right chest fully, 
and although it is rather too soon to know, I think 
the patient is physiologically somewhat better than 
he was. I think we should plan a thoracoplasty so 
that he will not expand the opposite lung into the 
left chest. 


Diacnosis 


Pulmonary emphysematous blebs. 


Dr. Bapcer’s Diacnosis 


Congenital cystic disease of lungs, most marked 
on left. 


ANATOMICAL DIAGNOSES 


Pulmonary emphysema, diffuse, severe. 
Sarcoidosis of lung and bronchial lymph nodes. 
Pulmonary fibrosis. 

Pulmonary atelectasis, lower lobe. 


PATHOLOGICAL Discussion 


Dr. Benjamin CasTLEMAN: This is a gross sec- 
tion of the lung after fixation that Dr. Sweet re- 
moved (Fig. 2). One can see the diffuse nature of 
the process. The peripheral blebs have collapsed, 
and as Dr. Sweet has brought out, the whole lung 
is spongy —a very extensive and diffuse emphy- 
sema. 

Dr. Sweet: May I say that the current picture 
represents a marked deflation of the lung. I tried 
to keep it expanded for the purposes of photographic 
visualization, but once it started to leak it was hard 
to keep it blown up. 
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Dr. Bapcer: Does that not fit in closely with 
the case of Norris and Tyson* that I mentioned in 
a small child in which the entire lung filled the 
thorax and the other lung was atelectatic? This is 
a more mature expression of the same thing. 

Dr. Sweet: I think so. 

Dr. CasTLEMAN: The emphysema was not the 
whole story here. Scattered throughout the lung 
were groups of epithelioid cells with tubercle forma- 
tion and many giant cells. Some of these were in 
the healing stage; others were healed and fibrous. 
There was no caseation, and we believe that 
these lesions were not due to tuberculosis but sar- 
coidosis. The regional lymph nodes, both hilar 


Ficure 2. Diffuse Rulmonary Emphysema, with Bleb 
Formation. 


and within the lung itself, were replaced by the 
sarcoid lesions in all stages. Many were almost 
totally collagenous, which would indicate that the 
process had been going on for a long time. It is 
well known that emphysema may be compensatory 
to scarring in the lung, and it is quite possible that 
this occurred in the case under discussion. Last 
year, Dr. Mallory® reported 6 cases of fibrosis 
within the lung associated with what he thought 
might be sarcoid disease. I do not believe we have 
seen any as widespread and marked as this asso- 
ciated with sarcoid disease, but it is possible. Of 
course, the other possibility is that this patient 
had two independent diseases: emphysema and 
sarcoidosis. I do not know how we could tell. 

May we see the postoperative films now? 

Dr. McCort: On the postoperative film, fol- 
lowing removal of the left lung, the mediastinal 
structures have returned to the midline of the chest. 
The few strands of increased density in the right 
upper lobe are still present and therefore are not 
due to compression of the lung. They may pos- 
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sibly represent interstitial localization of sarcoid 
granulomas. 
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CASE 36042 


PRESENTATION OF CASE 


A sixty-nine-year-old retired molder was trans- 
ferred from another hospital with a diagnosis of 
esophageal varices. 

The patient had been essentially well except for 
burning postprandial epigastric pain, of six months’ 
duration, relieved by food. He was suddenly awak- 
ened three weeks before entry to find bright-red 
blood flowing from his nose and mouth. This was 
accompanied by a sense of fullness in the throat. 
He lost several pints of blood during the next three 
days, when this episode recurred. He was taken 
to a community hospital, where he received several 
transfusions. Following discharge from that hos- 
pital he had two similar episodes of bleeding two 
weeks and one week before entry. The last episode 
required rehospitalization and two transfusions. 
He had a barium swallow at that admission with 
findings reported as consistent with esophageal 
varices. There was no history of jaundice. The 
patient drank half a pint of alcohol a week. 

On admission to this hospital the patient was 
pale and showed evidence of recent weight loss. 
Neither the liver nor the spleen was enlarged to 
percussion or palpation. Several subglossal dilated 
veins were seen in the floor of the mouth. 

Laboratory data revealed a hemoglobin of 7.8 
gm., anisocytosis and poikilocytosis. The pro- 
thrombin time was 17 seconds (normal, 18 seconds). 
The total protein was 6.71 gm. per 100 cc. with an 
albumin-globulin ratio of 2.3 The stools showed a 
++++. guaiac reaction. An electrocardiogram 
was reported as being within normal limits. 

A barium study of the stomach and esophagus 
revealed a Zenker-type diverticulum of the csoph- 
agus, 1 cm. in diameter, projecting posteriorly at 
the level of the lower cervical spine. A chest film 
revealed compression of the three middle thoracic 
vertebras. 

Endoscopy revealed blood welling up from the 
hypopharynx and cricopharynx. The larynx and 
bronchi were normal, except. for aspirated blood. 
The diverticulum was not bleeding, but a small 
bluish area was seen at the os, which resembled a 
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vein. No other esophageal disease was noted. The 
patient bled amounts up to 300 cc. on several oc- 
casions while in the hospital. 

On the thirteenth day following transfusions 
he was operated on. 


DiF FERENTIAL DiacGnosis 


Dr. Lamar Soutter*: This is a very interest- 
ing problem, — that of bleeding, — and one that 
is difficult to diagnose in an elderly person. The 
protocol is very carefully worded because there is 
no indication whether the blood could have come 
from the lung, the mouth or the gastrointestinal 
tract, so that all three of these regions must be 
considered in the attempt to make a diagnosis. 

I think I should like to look at the x-ray films. 

Dr. Stantey M. Wyman: There is rather pro- 
nounced kyphosis of the midthoracic spine as re- 
corded, with wedging of several thoracic vertebral 
bodies. The lung fields themselves appear grossly 
clear, but there is fine increase in the smaller mark- 
ings throughout the lung fields. The heart shadow 
does not seem remarkable for the patient’s age. 
The Zenker diverticulum of the esophagus is well 
demonstrated. The stomach and duodenal cap 
and loops appear normal in fluoroscopy and on 
this single film. We have a number of films of the 
esophagus, which are somewhat overexposed, that 
show no evidence of varices. Using a strong light 


on thesé spot films, I can see no evidence of intrinsic 
disease in the lower esophagus. 

Dr. Souttrer: In order to make a diagnosis on 
the basis of the evidence at hand, we must eliminate 
certain sites of hemorrhage as we go through our 
study of the situation. 

The first area to eliminate is the upper respiratory 


passages — the mouth and pharynx. This man 
bled several times. He was observed twice in an- 
other hospital and was followed carefully in this 
hospital over a thirteen-day period. Although it 
is possible for the bleeding to come from a lesion 
in these areas and for the site not to be found, it 
is extremely unusual. Most bleeding lesions in the 
mouth or pharynx are readily observable. 

Can we eliminate the pulmonary tract? I do 
not believe that we can completely exclude it, but 
there are several points against bleeding from that 
region. In the first place, there was not a definite 
history of coughing up blood and no history of 
cardiac trouble or electrocardiographic changes 
that would make one think that he had had some 
cardiac difficulty, such as mitral stenosis, causing 
bleeding from the lung. 

What lesion primary in the lung itself or in the 
bronchial tree would cause bleeding? We do see 
bleeding from tuberculosis. There is no evidence 
of tuberculosis in these films. We see bleeding of 
a different type with pneumonia. From bronchiec- 
tasis, it can be very severe and of this nature, but 

*Assistant surgeon, Massachusetts General Hospital. 
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the symptoms are usually of long standing, with 
very definite pulmonary complaints. Usually there 
is evidence by x-ray examination. Also, with bleed- 
ing from bronchiectasis, aspirated blood in the 
lung is sometimes evident in the chest films. 
he other common lesions in the bronchial tree 
that will bleed are adenoma of the bronchus and 
carcinoma. Carcinomas usually bleed in small 
amounts; massive hemoptyses are rare. Adenomas 
can bleed in large amounts. Adenoma usually is a 
tumor of young people, but in our group of cases 
of adenoma | patient was seventy-nine years of age. 
Usually an adenoma is in a main bronchus and 
readily observable on bronchoscopy. No adenoma 
was seen on bronchoscopy in the case under discus- 
sion. A small percentage will occur in secondary 
bronchi, where they cannot be seen by bronchoscopy. 
Under these circumstances we cannot completely 
eliminate adenoma, but I should think it unlikely 
because of this patient’s age and the bronchoscopic 
findings. 
I think the gastrointestinal tract is a better bet. 
And starting at the top of the tract, I wonder if 


.-he could have bled from the diverticulum of the 


esophagus. In the first place the diverticulum was 
very small and did not produce any of the usual 
symptoms; at least none are recorded. Furthermore, 
bleeding from a diverticulum in that region of the 
esophagus is very rare indeed. I know of no recorded 
case in this hospital. However, we do see cases 
of ulceration in diverticula of the esophagus, par- 
ticularly ones of long standing. Carcinoma has 
been reported as occurring in diverticula. Patients 
with these two diseases usually have dysphagia and 
other symptoms. 

Could this have been esophageal varices? That 
is a good possibility. That diagnosis was made at 
another hospital on the basis of the x-ray films. 
Is it likely that the esophageal varices would have 
disappeared when the patient came to this hospital? 
The patient was endoscoped and had a barium 
swallow, either one of which should have shown 
the varices. Varices in some cases, as Dr. Linton 
has shown, may be smaller after surgical decom- 
pression of the portal system but will still be present 
by x-ray study. Furthermore, people with esoph- 
ageal varices, regardless of the cause, are mostly 
in a younger group than this. In Dr. Linton’sf 
series of splenorenal anastomoses there is only one 
patient over sixty years of age. Neither of the 
two common causes of varices — Banti’s syndrome 
and cirrhosis of the liver — seem likely. The liver 
and spleen are not enlarged. This man’s alcoholic 
intake was only equal to 18 ounces of whisky a 
week, which (by present-day standards) we have 
to consider moderate, although we know cirrhosis 
may occur in the nonalcoholic patient. As we go 

TLinton, R. R., Hardy, I. B., Jr., and Volwiler, W. Portacaval shunts 
in treatment of portal Syoersensiogs analysis of 15 cases with speci 


reference to suture type © nal anastomosis with splen- 
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over the laboratory data, there are only a small 
number of liver tests reported. The prothrombin 
time was normal. The albumin-globulin ratio was 
normal. Hence we can conclude that there is not 
much evidence of cirrhosis. Lastly, it is hard to 
suppose that this man had esophageal varices that 
could not be found on careful examination. 

Could he have had some other lesion in the esoph- 
agus that caused the bleeding? Carcinoma of the 
esophagus would be readily picked up by endoscopic 
and x-ray examination; granuloma of the esophagus 
should have been, and so should a benign tumor 
eroding through the wall of the esophagus. 

What about the blue spot reported near the 
diverticulum? Was it a hemangioma or a high 
varix? It apparently was not the cause of the bleed- 
ing at the time blood was found in the esophagus, 
which suggests that it was not the source of hemor- 
rhage. 

This brings us down to the stomach as the most 
probable source of the bleeding. This sort of bleed- 
ing comes as a rule from either the stomach 
or the duodenum. The first thing that comes to 
mind in an elderly man who has had no symptoms 
until six months before entry is a carcinoma of the 
stomach. Could he have developed a carcinoma 
that would have produced postprandial distress 
for six months, some weight loss and massive hemor- 
rhage without being readily demonstrable by x-ray 
examination? I doubt very much if it could have 
been overlooked in two adequate gastrointestinal 
series, and I do not see any suggestion of carcinoma 
of the stomach in these films. It is possible to have 
a small one, but that would be extremely unlikely. 

What about a benign tumor of the stomach? 
We know that leiomyomas of the stomach will 
produce massive hemorrhage. They are, however, 
usually fairly large and readily demonstrable by 
x-ray examination. Ulceration into them can often 
be seen on the x-ray film. The same statement 
applies to sarcoma. 

This brings us down to the question: What fairly 
common cause of bleeding from the stomach would 
be difficult to pick up by x-ray examination? With 
a patient of this sort who has bled, a radiologist 
is apprehensive of more hemorrhage and is not very 
vigorous in his x-ray studies. The most likely 
possibility to be overlooked is a small ulcer in the 
upper end of the stomach, with or without hemor- 
rhagic gastritis. I think that this probably is the 
best bet. Occasionally we find such an ulcer at opera- 
tion that could not be seen roentg 

A hemangioma of the stomach is another poe 
sibility in this case. We had 1 patient in this hos- 
pital who bled rather severely, and the diagnosis 
was not made preoperatively. 

In conclusion, I think the most likely cause of 
hemorrhage in this patient is a small ulcer of the 
stomach probably associated with gastritis. 
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Tracy B. Are there any sugges- 
tions 

Dr. Epwarp B. Benepict: It seems to me that 
with no definite history of vomiting the bleeding 
was not coming from the stomach. The blood here 
was welling up in his nose and mouth, and the 
patient did not regard it as vomiting. 

Dr. Soutrer: Yes, I agree with that, but I 
thought from the history as given in the record 
that it was impossible to decide whether he vomited 
or coughed up blood. I think if one talked to the 
patient, one might have been able to decide where 
the blood came from. 

Dr. Benepict: I can straighten you out on that. 
I did the endoscopy work, and on endoscopy there 
was blood coming from the hypopharynx or the 
upper esophagus, so that I could not see anything. 
On the second endoscopy a bluish appearance 
that looked like a varix was seen right at the mouth 
of the diverticulum. 

Dr. Craupe E. Wetcu: Would you consider 
the possibility of a foreign-body diverticulum with 
erosion? 

Dr. Soutrer: I think one would see reaction 
around the diverticulum on esophagoscopy, and 
the diverticulum would probably be larger. 

A Puysician: What about a bleeding ulcer in 
aberrant gastric tissue in the esophagus? 

Dr. Soutrer: Bleeding from the esophagus it- 
self, such as that from an ulcer or a granuloma, 
would be readily observed on endoscopy and prob- 
ably picked up on a barium st-allow. 


Curnicat Di1acnosis 


Esophageal diverticulum, with probable varix 
and hemorrhage. 


Dr. SouTTer’s DIAGNOSES 


Gastric ulcer with hemorrhage. 
Gastritis. 


ANATOMICAL D1IAGNOsIS 
Acute diverticulitis of esophagus, with hemorrhage. 
PaTHOLOGICcAL Discussion 


Dr. Matiory: It was decided to repair this 
diverticulum in any event. That was done, and 
in the resected diverticulum we were unable to 
find a frank ulcer, but there was acute inflammation 
in the wall of the diverticulum and markedly dilated 
veins. Following operation all hemorrhage ceased. 
It had been practically constant for days before 
operation, so that I think we can be quite confident 
in saying that the diverticulum was the source of 
this hemorrhage. 

Dr. Soutrer: Do you know of any other cases 
of bleeding from a diverticulum of the esophagus? 

Dr. Mattory: No; I do not. 

Dr. Soutrer: I went through the literature and 
tried to find one but was unable to. 
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DISASTER AT DONORA — 
AN EPIDEMIOLOGIC STUDY 


As mucu factual information as is ever likely to 


be assembled about the Donora smog has been 


recently brought together in Bulletin 306 of the 
Public Health Service of the United States, en- 
titled Air Pollution in Donora, Pa. The work is 
the result of harmonious co-operation by a twenty- 
five-man field team composed of industrial hygien- 
ists, sanitary engineers, statisticians, chemists, 
dentists and others. Every public-health specialty 
is designated in the list of thirty-seven contributors 
except epidemiology, a curious omission when the 
subtitle of the work is “Epidemiology of the Un- 
usual Smog Episode of October, 1948.” 

According to Mr. Oscar Ewing in the advance 
news release of the Federal Security Agency, ““This 
report reveals for the first time that in addition 
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to the twenty deaths, the illness of 5910 persons — 
43 per cent of the population — was caused by the 
smog which hung over Donora and the nearby com- 
munity of Webster for 5 days beginning October 27, 
1948.” However, illness of the 5910 persons was 
established only by their complaints of symptoms 
made in retrospect, for the Public Health Service 
did not begin household visits for the purposes of 
completing questionnaires until long after “S-day,” 
as October 27 is called in the report. Household 
visits were begun December 2 (S plus 36), and the 
weak point of the study is this lag between the oc- 
currence of the smog and the systematic study of 
minor degrees of illness presumably occasioned by — 
the gaseous emanations of the Donora zinc and 
steel plants. 

Questions answered six weeks after the event are 
no substitute for observations made during the 
course of an epidemic. Photographs of a nurse in- 
terviewing a man patting a white dog, of a phy- 
sician in a white coat and of a dentist looking at a 
man’s open mouth are not documentary evidence 
of a disaster. A spot map showing households visited 
by nurses in a community survey is no substitute 
for a spot map showing all dwellings within a speci- 
fied area housing people ill with smog sickness and 
all those housing people who did not experience ill- 
ness. Furthermore, considerable suggestion was 
unavoidable in the very nature of some of the ques- 
tions asked: — ““‘Were you affected by the smog 
of October 28-31, yes or no?” inspires a “yes” if 
only to get rid of smoke as a nuisance but especially 
to get rid of smoke as a deadly miasma. It is un- 
fortunate that appropriate personnel could not have 
been dispatched directly to the Donora area with the 
first bona fide alarm that a disaster was in the making. 
However, despite the epidemiologic shortcomings 
of the sections entitled “Biologic Studies” and “The 
Acute Episode,” there appears to be no reason to 
doubt that a significant proportion of the popula- 
tion of Donora experienced various degrees of eye- 
smarting, lacrimation, coughing, dyspnea, cyanosis, 
loss of consciousness and even death during the last 
of October and early November, 1948. 

The most important objective finding was the 
death of 17 elderly persons on “‘S-3,” the fourth 
day of the smog. Comparison of this concentration 
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of deaths with previous experience revealed by a 
study of Donora’s vital statistics indicates that the 
phenomenon in all probability was not due to chance. 
The median age of those dying was sixty-five, and 
the large majority suffered from chronic debilitat- 
ing conditions of the cardiovascular and pulmonary 


system. The inference is reasonably clear that these — 


people were tipped into an early grave by gaseous 
agents dispersed in the smog. Presumably, these 
gave rise to symptoms, but no deaths, among 
healthy persons. The cause of the “smog episode” 
is conservatively summarized in the bulletin as 


follows: 


It seems reasonable to state, on the basis of the pre- 
vious discussion, that while no single substance was re- 
sponsible for the October 1948 episode the syndrome 
could have been produced by a combination, or summa- 
tion of the action, of two or more of the contaminants. 
Sulfur dioxide and its oxidation products, together with 
particulate matter are considered significant contaminants. 
However, the significance of the other irritants as impor- 
tant adjuvants to the biological effects cannot be finally 
estimated on the basis of present knowledge. 


Unfortunately, on-the-spot investigations were 
not made, and thus the information necessary to 
test any proposed hypothesis concerning the 
specific causative agents is lacking. Consequently, 
the significance of irritant gases and particulate 
matter in the atmosphere remains problematical. It 
is possible, for example, that irritant gases caused 
the symptoms of lacrimation, coughing and the 
like, but that carbon monoxide, being eliminated 
at the rate of some four hundred tons a day from 
various plants, pervaded the smoke in amounts 
sufficient to kill elderly and infirm people during a 
period of “strong atmospheric stability and stag- 
nation of the air in the valley.” Since no measure- 
ments of carbon monoxide in blood specimens were 
made, this hypothesis cannot be tested. Nor can 
any other. 

The Donora studies were well worth while, and 
the compendium of results is a significant contribu- 
tion to industrial and environmental hygiene. Al- 
though Mr. Ewing’s characterization of the study 
as “the most exhaustive ever made on a problem 
in air pollution” is probably true, it should not 
blind one to two blunt but simple facts: the study 
did not prove the cause of the Donora episode, and 
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it did not prove that a problem exists that is of 
greater magnitude than many other potentially 
dangerous situations of concern to public health, 
like those, for example, which gave rise to the 
Cocoanut Grove or the Atlanta fire when hundreds, 
not tens, of people were killed. 

These reservations are put forward not to dep- 
recate a good job, but to keep the lily from being 
painted. Mr. Ewing has written, “Our scientists 
tell us that the Donora episode was a rare phe- 
nomenon. We hope and pray it will never recur.” 
One should hope and pray and “move to an attack 
on this new frontier of atmospheric pollution,” but 
should also be prepared for prompter investigation 
of any future episode in order to determine causa- 
tion more fully. Surely, a localized disaster war- 
rants as serious scientific study as a localized out- 
break of smallpox or typhoid fever, or accidents. 


TRAINING OF A SURGEON 


Ir 1s of interest that the last three presidential 
addresses before the New England Surgical Society 
have been concerned largely with graduate training 
in surgery. In all three there has been reference to 
the need for better opportunities for graduate 
surgical training in the nonuniversity hospitals, 
large and small. The problem of obtaining adequate 
postgraduate training in surgery is a complex one. 
It is obvious, and it is so stated in the Booklet of 
Information by the American Board of Surgery': 


. . . there is not as yet an adequate number of four-year 
graded residencies to meet the needs of the country for 
qualified surgeons. Therefore, the Board will continue to 
recognize three years of residency training in an institution 
or institutions acceptable to the Board, followed by twe 
years of study or practice of surgery, during which time 
sufficient operative experience to meet the Board’s re- 
quirements must be obtained. 


This later period of training might be said to ap- 
proximate that received by many surgeons of the 
older generation when they served under a pre- 
ceptor. However, hospitals offering this type of 
training must appreciate that they have a great 
obligation to give to each resident the responsibility 
of which he is capable. As Dr. Harvey? has sug- 
gested, “if such a hospital thinks of a resident, 
at this stage, as a junior attending surgeon who is 
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incidentally living at the hospital,” it would make 
his position more useful and profitable, both to the 
resident and to the hospital. 

As a result of the recommendations contained 
in the address delivered by Dr. David W. Parker® 
in 1948, a committee was formed by the New Eng- 
land Surgical Society to study this problem. The 
results were reported to the Society at its meeting 
in September, 1949, and, as will be learned from 
Dr. Taylor’s letter and Dr. Porter’s presidential 
address, both printed elsewhere in this issue of the 
Journal, the New England Surgical Society stands 
ready to provide panels of members available for 
the purpose of surveying surgical-staff organization 
and performance and in making recommendations 
that would qualify hospitals for a sound resident 
teaching program. Such service is now available 
and has already been accepted by some hospitals. 
It must be clearly understood that the service of 
such a panel must come only if the staff and trustees 
of a hospital desire it. Its recommendations to the 
hospital staff and trustees seeking such help could 
not and should not be dictatorial, but, as the letter 
points out, they would become an instrument of 
great usefulness in their practical and unbiased 
advice based on the experience of the panel 
members. 
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C. Report to New England Surgical Societ 
¢ 


“PHYSICIAN, HEAL THYSELF” 


A RECENT review of the “leading causes of death 
- among physicians”! states the final conclusion that 
“the medical profession is apparently giving to the 
general population at least as much and at least as 
good medical care, as it is giving itself.” The sta- 
tistics of deaths of physicians are compared with 
those of the general population of similar age groups. 
Among the seven leading causes of death it is rather 
striking that in only cancer and tuberculosis were 
the observed rates of death lower in physicians than 
in persons of the same age groups. The thought 
is expressed that the “physicians recognize symp- 
toms earlier and begin treatment more promptly” 
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in cancer. It is possible that the same statement 
could be made about tuberculosis. In heart and 
cardiovascular disease the death rate of physicians 
is significantly higher, and the statement seems 
warranted that these diseases are an “occupational 
hazard of the medical profession.” It is possible 
that the present campaign about heart disease and 
the research program sponsored by the American 
Heart Association and so forth will alter this picture 
over a period of years. 

However, the significant point is that the mor- 
tality in persons trained in medical knowledge — 
early symptoms, diagnosis, prevention and treat- 
ment — is no better than that of the general public 
in the same age groups. Why should not the physi- 
cians have a lower death rate in all diseases if they 
profit by their training? The natural assumption 
is that such trained persons could apply preventive 
measures, could detect earlier manifestations, could 
initiate early treatment and could thus prolong 
their span of life. 

Is it that adequate emphasis is not placed on 
personal hygiene and personal preventive medi- 
cine in the overcrowded medical curriculum of the 
day? Is it that the individual medical student does 
not absorb for his own use such instruction given 
in competition with the much more spectacular 
advances in modern medicine? Is it that the physi- 
cian becomes careless of these teachings so far as 
his own personal physical condition is concerned 
in the busy rush of modern life? Is it that, in the 
pressure of practice of his profession, he does not 
find the time to apply these teachings, or does not 
wish to take the time of another physician for the 
annual examination that might detect the early 
signs of disease? Good medical practice emphasizes 
annual physical examinations, but how many 
physicians have such examinations?, These and 
other questions about the real causes of this dis- 
crepancy between physicians and the general pop- 
ulation arise. 

In October, 1948, Lewis* discussed life expectancy 
among doctors and what to do about it. His report 
should be required reading for medical students and 
physicians. This is a matter of great concern not 
only to the individual physician, to his family and 
to his patients but also to medical societies and 
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medical schools. The matter is of interest to society 
at large in these days of shortage of physicians, 
for as Lewis*® says, “the waste resulting from the 
death of so many valued servants of the public 
welfare may ultimately be prevented.” “ Physician, 
heal thyself!” 
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FITTING MEMORIAL 


Tuirty-Frour members of the Medical Society 
of the State of New York who lost their lives while 
serving as medical officers in World War II are 
survived by a total of 65 children still of an age for 
formal education. To provide for this education 
the War Memorial Committee of the Society last 
fall announced the initial awards of a series of 
scholarships. 

Ten young men and women are thus the first to 
benefit under the provisions of the War Memorial 
Fund created by a special $12 assessment on each 
of the 23,000 members of the Society. It is esti- 
mated that the fund will continue in operation until 
1972, when the youngest of the recipients attains 
the age of twenty-five, and will entail a total ex- 
penditure up to $328,000. 

Certainly no memorial to any of the nation’s 
war dead could be devised that would be more 
practical than this, nor could any assessment be 


met with more gratitude. 


Miss Dix, the distinguished philanthropist, in a 
memorial to Congress, shows that in the New 
England States the proportion of the insane 
to the whole population is about 1 in 600; in 
the Middle States, 1 to 700; Western States, 1 to 
1300. The worst State is Rhode Island, where 
there is one to every 503; and the best South 
Carolina, where there is one to every 5058. 


Boston M. & S. J., January 23, 1850 
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MASSACHUSETTS MEDICAL SOCIETY 


DEATH 


Mureny — Edward M. Murphy, M.D., of Lowell, died 
on December 1. He was in his seventy-third year. 

Dr. a received his degree from Tufts Coll 
School in 3. He was a member of the staff 
sachusetts Eye and Ear Infirmary. 

His widow survives. 


Medical 
the Mas- 


NEW HAMPSHIRE MEDICAL SOCIETY 


DEATHS 


Brosnanan — John J. Brosnahan, of Keene, died on 
October 29. He was in his sixty-fourth year. 

Dr. Brosnahan received his degree from University of 
Vermont College of Medicine in 1913. He served as city and 
county physician and was a member of the City Board of 
Health. He was also a member of the staff of Elliott Com- 
munity Hospital. 

His widow, two sons, a daughter and a brother survive. 


Morse — Harry M. Morse, M.D., of Peterborough, died 
on October 27. He was in his seventy-eighth year. 
r. Morse received his degree from ton University 
School of Medicine in 1896. He was a member of the sur- 
ical staffs of Nashua Memorial and St. Joseph’s hospitals, 
ashua, and Monadnock Community Hospital, Peter. 
borough. 
His widow, a daughter, three grandsons and a sister 
survive. 


Smita — Karl L. Smith, M.D., of Laconia, died on Novem- 

r 6. He was in his fortieth year. 

Dr. Smith received his degree from Albany Medical Col- 
lege in 1940. He was a member of the staff of Laconia Hos- 

ital and was a former president of Belknap County Medical 

rety. 

His widow, two sons, two daughters, his mother and a 
brother survive. 


MASSACHUSETTS DEPARTMENT 
OF PUBLIC HEALTH 


CONSULTATION CLINICS FOR CRIPPLED 
CHILDREN IN MASSACHUSETTS 


The February schedule for Consultation Clinics for 
Crippled Children in Massachusetts under the provisions of 


the Social Security Act follows: 

OrtHorepic Date Cuinic ConsUuLTANT 
Cuinic 

Haverhill February 1 William T. Green 

Greenfield February 2 Charles L. Sturdevant 

Lowell February 3 Albert H. Brewster 

Salem February 6 Paul W. Hugenberger 

Brockton February 9 George W. Van Gorder 

Gardner February 14 Carter R. Rowe 

Pittsfield February 15 Frank A. Slowick 

Worcester February 17 — W. O'Meara 

Springfield February 21 arry deN. Hough, Jr. 
yannis February 23 Paul L. Norton 

Fall River February 27 David S. Grice 


Dates 


February 7, 14, 21, 28 
February 1, 8, 15 


Rueumatic Fever Cuinics 
North Reading 
Fitchburg 


Physicians referring new patients to clinics should get in 
touch with the district health officer to make appointments. 
Patients seen by appointment only. 
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CORRESPONDENCE 


RESIDENT TRAINING IN SURGERY 

To the Editor: In his presidential address delivered before 
the New England Surgical Society in 1948, Dr. David W. 
Parker (New Eng. J. Med. 240:207-209, 1949) discussed the 
problems of obtaining and maintaining high professional 
competence in the staffs of smaller community hospitals. 
He said in part, “No plan that involves the small hospitals 
will ever succeed without a full and active support from the 
trustees. . . . Hospital trustees need help in the form of sound 
and impartial advice if they are to keep their hospital apace 
of new standards in su , and if they dare not seek it 
locally, they should find it elsewhere in some competent con- 
sultant.” As a result of Dr. Parker’s recommendation, a com- 
mittee on graduate teaching was appointed for the pu of 
estimating and implementing the responsibility of t 2 Hociety 
in conformity with its constitutional purpose of “promoting 
the science of surgery and kindred arts and sciences, and the 

welfare of the profession of surgery in New England.” 
is committee rightly qondie ed that to qualify smaller 
hospitals for participation in a sound resident ccaching pro- 
ram, something more is necessary than approval by the 
merican College of Surgeons, which has not concerned it- 
self primarily with measurement of professional performance. 
It is obvious that the participation of smaller hospitals in a 
resident training program is intimately connected with such 
questions as staff organization, co-operation between staff 
and trustees and standards for surgical privileges. The Com- 
mittee recommended to the Society that panels of members 
be made available for the purpose of surveying surgical-staff 
organization and performance, and of making recommen- 
dations that would qualify hospitals for participation in a 
teaching program. Such a service would be available to any 
hospital seeking it. The recommendations of the panel could 
not and should not be dictatorial, but would become an in- 
strument of great usefulness by volunteering the experience 
of its membership to the hospital staff or trustees seeking 


elp. 
This recommendation of the Committee was voted upon 


favorably at the annual meeting of the Society held at Bretton 
s, New Hampshire, on Saseeies 24, 1949. Accord- 
ingly, the Society wishes it to be known that upon request 
of hospital trustees a survey of surgical-staff problems will 
be willingly made by a pane ay the Society, with 
recommendations offered to obtain and promote a high 
level of surgical performance in the hospital and community 
RANTLEY Taytor, M.D. Secretary 
ew England Surgical Society 


Boston, Massachusetts 


FUNGI IN ULCERS 

To the Editor: The lay press reported on December 28, 
1949, the communication made by Dr. Irene Diller, of the 
Philadelphia Institute for Cancer Research at the meeting 
of the American Association for the Advancement of Science 
to the effect that fungi had been discovered in human and 
mouse cancers. With the usual reserve against accepting 
these results as proof that fungi are the cause of cancer, 
paper suggests that this discovery may lead to preventive 
anti-fungi vaccination against cancer. 

In this respect it is perhaps interesting to recall that 
about thirty years ago fungi were incriminated and found 
in chronic gastric ulcer. In 1920 the late Max Askanazy, 
oe ge of pathology at the University of Geneva, Switzer- 
and, published a study on the etio and pathology of 
the round ulcer of the stomach in the Revue médicale de 
la Suisse Romande 40:477, 1920), in which he insisted on 
this point. According to this paper, none of the multiple 
factors responsible for the acute lesion or implantation of 
the ulcer (hyperacidity, hemorrhage, embolus, intoxica- 
tion, infection and mechanical, nervous, chemical or vascular 
cause) are sufficient to explain the chronic and progressive 
nature of the typical gastric ulcer, since the clinical and 
entity of the round ulcer precisely con- 
sists in the continuation of the lesion. 

From the examination of numerous pathological specimens 
obtained from human cases and animals, Askanazy came 
to the conclusion that an inflammatory basis for the ulcer 
is always present, being due to the fungi Oidium (Candida) 
albicans or other varieties. By growing and multiplying in 
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the ulcer the fungi prevent the cicatrization of the lesion; 
hence a chronic ulcer is formed. In the more detailed article 
by Askanazy entitled “Uber Bau und Entstehung des chron. 

agenschwiirs, sowie Scorpilzbefunde in ihm,” in Virchows 
Archio fiir pathologische Anatomie und Physiologie (234: 
111-178, 1921), numerous colored reproductions of patho- 
logical sections and stained culture smears show the fungi 
as unmistakably present. The sections and cultures were, 
of course, obtained by the use of all possible means of strict 
asepsis to avoid contamination. To obtain these findings, 
special precautions are necessary, however, owing to the 
special structure of the ulcer. typical ulcer consists of 
four layers: exudate containing numerous polynuclears, 
fibrin and red blood corpuscles (this layer is easily detach- 
able); a layer of fibrinoid necrosis com of an anuclear 
tissue resembling the diphtheria membrane; proliferative 
connective tissue; and a cicatricial region. At autopsy the 
yee does not find this picture since in the process 
of handling of the specimen or because of autodigestion, the 
first and second layers are destroyed, leaving for the micro- 
scope only the third and fourth zones or even only the fourth 
layer. Artificial necrosis thus replaces the pathologic necrosis. 

is circumstance, according to Askanazy, explains why 
pathologists usually miss the ) Be since the parasites readily 
disappear into the stomach contents or, when the specimen 
is removed, are carried away with the autodigested elements. 
To circumvent this difficulty, the examinations were made 
from the black hemorrhagic clots of the ulcer surface. Besides 
autopsy material, his studies included 28 specimens of ex- 
cised rn ulcers, in 24 of which fungi were demon- 
strated. 

Prompted by this work, I undertook, in the surgical clinic 
of the Geneva University (Dr. G. Moppert), a bacteriologic 
study to find the frequency of fungi in the stomach contents 
in various gastric conditions. As a culture medium, pieces 
of glycerinated carrot were used. The enseminating material 
consisted of aseptic specimens of stomach contents and 
also swab cultures taken at the operating table (excisions, 
subtotal resections and so forth). Oidium albicans was 
found in 53 per cent of 30 cases of ulcer, in 93 per cent of 
29 cases of cancer and in 67 per cent of 48 cases of other 
pathologic conditions. In all, there were 113 _— from 
64 patients. This work was rted in the médicale 
de la Suisse Romande (42:505-509, 1922). These results were 
rather significant since mycotic infections of the stomach 


are very rare. 
Jonas R. Kacan, M.D. 
Dorchester, Massachusetts 


BOOKS RECEIVED 


The receipt of the following books is acknowledged, 
and this listing must be as a sufficient return 
for the courtesy of the er. Books that appear to be 
of particular interest will be reviewed as space permits. 
Additional information in regard to all listed books 
will be gladly furnished on request. 


Tuberculosis in History: From the 17th century to our own 
times. By Prof. S. Lyle Cummins, C. B., C.M.G., LL.D., 

.D. ith an introduction by Sir Arthur S$. MacNalty, 
K.C.B., M.D., F.R.C.P., F.R.C.S. 8°, cloth, 205 pp., with 
ar Baltimore: Williams and Wilkins Company, 1949. 


Dr. Cummins has provided an interesting history of tuber- 

culosis, based on the work of pioneers in the field. The ma- 
terial is arranged by individuals and presents the advances 
in the subject made by each person. The text is divided into 
three parts: the British school; the early continental phthisi- 
ologists; and two remarkable figures in the history of tuber- 
culosis, Edward L. Trudeau and Robert Koch. e book is 
well published ¢ portrait plates are excellent and are 
tip in throughout the text, which was printed in Great 
Britain. The volume should be in all medical-history col- 
lections and in the private libraries of all physicians interested 
in the subject. 
Blood Transfusion. Edited by Geoffrey Keynes, M.A., 
M.D. (Camis F.R.C.S. (Eng.). 8°, cloth, 574 Pp., with 
109 illustrations. Baltimore: Williams and Wilkins Com- 
pany, 1949 .50. 

This book is the joint work of eight contributors and covers 
the whole field of the subject. first chapter comprises 


a history of blood transfusion from the earliest times to the 
present, written by Dr. Keynes. The various chapters are 
documented with comprehensive bibliographies. ere is 
a subject index. An index of authors cited in the text would 
have been useful. The type and printing are excellent, but 
the use of a heavy, filled paper is not justified by the small 
number of simple illustrations. The text was printed in 
Great Britain. The book constitutes a survey of the modern 
literature on transfusion and should be in all collections on 
the subject. 


NOTICES 


ANNOUNCEMENTS 
Dr. Edward G. Carey announces the opening of an office 
at 276 Commonwealth Avenue, Boston, ler the practice of 
surgery. 
ack J. Gold 
acon Street, 


announces a change of address from 
rookline, to 32 West Central Street, 


Dr. 
1614 
Natick. 


BOSTON CITY HOSPITAL HOUSE OFFICERS’ 
ASSOCIATION 


A meeting of the Boston City Hospita! House Officers’ 
Association will be held in the Dowling Amphitheater, Boston 
City Hospital, on Tuesday, January 31, at 7 p.m. Dr. 
William B. Castle will speak on the subject “The Causes 
and Treatment of Splenomegaly.” Discussers will be an- 
nounced at a later date. 

All interested persons are invited to attend. 


OINT MEETING OF WOMEN’S AUXILIARIES TO 
IDDLESEX SOUTH AND SUFFOLK DISTRICT 
MEDICAL SOCIETIES 


On Thursday, February 2, the Women’s Auxiliaries to the 
Middlesex South and the Suffolk District Medical Societies 
will hold a joint meeting in Ware Hall, Boston Medical 
Library. Coffee will be served at 1:30 p.m., and there will 
be a brief business meeting at 2:15 p.m. At 3:00 p.m. the 
members of the two groups will be addressed by Mr. Roger 
Hardy, director of the Blue Cross, and by Dr. Charles G. 
Hayden, executive director of the Massachusetts Hospital 
Service, Inc., who will speak on the subject of Blue Cross 
and Blue Shield. 


NEW ENGLAND CARDIOVASCULAR SOCIETY 


The next meeting of the New England Cardiovascular 
Society (formerly, the New England Heart Association) 
will be held in the Auditorium of Boston University School 
of Medicine, 80 East Concord Street, Boston, on February 6, 
1950, at 8 p.m., with Dr. Robert W. Wilkins presiding. 


PRroGRAM 

Severe Cardiovascular Disturbances in Acute Poliomyelitis. 

uis Weinstein and Alexis Shelokov. 

T Red Cell Versus Dye Determinations of Blood 

olume in Congestive Failure. Drs. Joseph F. Ross 
and William H. Baker. 

Reduction of Venous Pressure in Congestive Failure with 
Tetraethylammonium. Drs. Franklin H. Epstein, 
Arnold §. Relman and Walter E. Judson. 

The Pharmacology of Veriloid, a Purified Extract of 
Veratrum Viride. Drs. Jacob W. Stutzman, George L. 
Maison and Robert O. Bauer. | 

Studies with Purified Preparations of Veratrum Viride 
Given Intravenously in Man. Drs. Joseph R. Stanton, 

D. Freis, Walter E. Judson and Robert W. 

Drs. Meyer H 
ma Precipitat y gen Therapy. Drs. Meyer H. 
Halperin and Henry D. Beal. 

Interested yniees and medical students are cordially 

invited to attend. 


ALPHA OMEGA ALPHA LECTURE 


Under the auspices of Alpha Omega Alpha, Boston Uni- 
versity Chapter, at Boston University School of Medicine 
auditorium, 80 East Concord Street, Boston, on Thursday, 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Jan. 26, 1950 


February 9, at § P2 Dr. William Dock, director of medi- 
cine, Long Island Division, Kings County Hospital, will 
present a lecture on the subject “Causes and Control 
Atherosclerosis.” 


All interested are invited to attend. 


INTERNATIONAL AND FOURTH AMERICAN CON- 
GRESS ON OBSTETRICS AND GYNECOLOGY 


The International and Fourth American Congress on 
Obstetrics and my henge will be held at the Hotel Statler, 
New York City, from May 14 to 19. The Congress will con- 
sist of morning general sessions, afternoon mectings of the 
medical section and separate afternoon programs for nurses, 
public-health workers and hospital administrators. 

For information concerning registration, reservations and 
other aspects of the Congress, a plication should be 
sada r. Fred L. Adair, 161 East Erie Street, Chicago 11, 

inois. 


HARTFORD MEDICAL SOCIETY 
The program of the Hartford Medical Society for February 


is as follows: 


On Monday, February 6, at 5 p.m., in St. Francis Hospital, 
Hartford, Dr. J. William Hinton, of New York City, will 
present a clinic on “Indications and Contraindications for 
Gall-Bladder Surgery.” His evening address will be held 
in Hunt Memorial at 8 o’clock, the subject being “Massive 
Hemorrhage of the Upper Gastrointestinal Tract.” 

On ae February 20, at 5 p.m., in Hartford Hospital, 
Dr. Perrin H. Long, of Baltimore, will present a clinic on 
“The Abuses of Antibiotics.” His evening address will be 
held at 8:30 in Hunt Memorial, the subject being “Current 
Uses of Antibiotics.” 


PAPERS FOR PRESENTATION AT INTERNATIONAL 
HEART CONGRESS 


Titles and summaries (not exceeding 300 words) of papers 
offered for presentation at the First International Heart 
Congress in Paris September 3-9 should be sent to the secre- 
tary of the applicant’s national heart association throughout 
the world. A committee of the American Heart Association 
has been established to select the most suitable communica- 
tions from the United States to be forwarded to the Inter- 
American Cardiac Committee and thence to the headquarters 
in Paris, where fina! selection will be made. The listing sub- 
mitted by the American Heart Association Committee will 
be arranged on a priority basis. It is expected that 400 to 

papers may be read at the meeting in Paris and that half 
of these will be allocated to the Western Hemisphere. Each 
communication is to take not over ten minutes as a rule, 
followed by a five-minute discussion period. The titles and 
summaries should be in the hands of Dr. Charles A. R. 
Connor, medical director, American Heart Association, 1775 
Broadway, New York, New York, by March 1. 


SOCIETY MEETINGS AND CONFERENCES 


Octoser 3-May 19. Massachusetts Department of Mental Health. 
Postgraduate Seminar in Neurology and Psychiatry. Page 286, issue of 
August 18, 

January 9-Decemper 1. Laboratory Courses at Communicable Dis- 
ease Center, Atlanta, Georgia. Page 950, issue of ber 8. 

Janvary 29. Debate on Compulsory Health Insurance. Page 114, issue 
of January 19. 

,sanuane 31. Boston City Hospital House Officers’ Association. Notice 
above. 


Fesruary ?. Joint Meeting of Women’s Auxiliaries to Middlesex 
South and Suffolk District Medica! Societies. Notice above. 

Fepravary 6. New England Cardiovascular Society. Notice above. 

Fesravary 6. Hartford Medical Society. Notice above. 

Fesruary 9. Lobotomy and Its Uses. Dr. Storer P. Humphreys. 
Pentucket Association of Physicians. 8:30 p.m. Haverhill. 


Fesrvary 9. Alpha Omega Alpha Lecture. Notice above. 


Fesruary 14. New England Society of Anesthesiologists. Page 76, 
issue of January 12. 


Fesrvary 20. Boston Lying-in Hospital Obstetric Round Table. 
Page 888, issue of December i. 


Fesravary 20. Hartford Medical Society. Notice above. 

Fepruary 20-23. American Academy of General Practice. Page 252, 
issue of August 11. 

Aprit 17. Boston Lying-in Hospital Obstetric Round Table. Page 888, 
i December 1. 


issue of 
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